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Varamel is indicated wherever evaporated or whole milk formulas 
are ordinarily used . . . Write for samples and complete details. 


THE BAKER LABORATORIES, INC., Cleveland 3, Ohio 
Plant: East Troy, Wisconsin. Division offices: Atlanta, Dallas, Denver, 
Greensboro, N. C., Los Angeles, San Francisco, Seattle 


You'll find the answer in 

Fed _VARAMEL (MODIFIED MILK 

sie 
iron. No carbohydrate has 


SCURVY 


is mere common 


787 


SCH OnMe 


| 


RARSRSSE 


: 
— 4 mo. 79 
Par 
10 mo. rg 
12-23 mo. les, 
i 
. 


than many think 


Histological examination* of bone structure in 
1300 infant post mortems revealed that scurvy 
occurred more than 10 times as frequently as 

is usually shown by clinical diagnosis. The most 
susceptible age is from the fifth through the 
eleventh month, with approximately 17% of 
infants exhibiting the histological signs. Over 
half of the children with scurvy had never 
received supplemental vitamin C. How easy 

to prevent, when Florida citrus is so rich in 
vitamin C content — so convenient, so 
economical, and so pleasant to take! 

Bull. Johns Hopkias Hosp. 87:569, 1950. 
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not be weaned from bottle to cup. He 
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the bottle. However the mother feared 
the stigma of poor psychologic rearing 
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Recommendation: The mother was advised to as the 7th month, others with stronger sucking 
wean her baby from the bottle gradually when __ instincts cling to the bottle unto 2 years, espe- 


he was ready to cooperate. The formula was 
nutritionally correct, but only bottle feeding 
could satisfy his strong and individual sucking 


cially at bedtime. Weaning therefore, should be 

gradual. Forceful weaning induces thumbsuck- 

ing, anorexia or refusal of milk... phy 
roblems as well as the emotional trauma 


uirements. 
re While some infants wean themselves as early rustration. 
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single injection daily. 
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GROWTH OF THE INDIVIDUAL’S CONCEPT OF SELF 
Theory and Some Pediatric Considerations 


BERNARD ZUGER, M.D. 
NEW YORK 


HE FINAL significance for the individual of any feature of his growth and 
development will depend on his own concept of himself. By the phrase concept 
of himself (or self-concept) is meant how the individual sees himself in relation to 
the world around him. As an illustration of the force of this self-concept one may 
; consider the case of the adolescent whose good I. Q. is rendered ineffectual by the 
pervasive feeling he has of being stupid. The result of objective testing of his 
mental powers, important though it may be in the assessment of his potentialities, 
a fails to account for his performance. 

In a sense, then, there are two general ways of looking at psychological data, from 
an outer or observational frame of reference and from an inner, personal or motiva- 
tional one. The observational approach has added much to our knowledge of child- 
hood behavior. One need only mention the outstanding studies of Gesell to bring out 
the immense value of such an approach. However, a full understanding of the 
child is impossible unless one also applies an inner frame of reference. The attempt 
to ferret out the inner, motivational forces may be difficult and uncertain, especially 
early in childhood, and may yield only an inferential approximation. It is never- 
theless the only way in which we may gain a sense of the particular personality of 
the individual. It is in understanding this inner frame of reference that modern 
psychiatry and psychoanalysis have made major contributions. 

The purpose of this paper is to present a theory of the development of the indi- 
vidual’s concept of himself according to such an inner frame of reference. It will 
be shown how some of the newer knowledge of child psychiatry fits in with such 
a theory, and an attempt will be made to point out the value of such a developmental 
schema for the clues it may give us in regard to some aspects of mental health and 
mental illness. 

The development of a concept of self can be roughly divided into three stages, 
which will here be referred to as those of (1) self-discovery, (2) self-possession, 
and (3) self-direction (Chart). These stages are not to be conceived of as sharply 
demarcated from one another but rather as overlapping and imperceptibly merging 
into each other. Furthermore, what happens to the organism at one stage will 
influence it in the stage that follows. The whole development will have the charac- 
ter of a dynamic, expanding process, as do all biological phenomena. 


From the Neuropsychiatric Clinic of the Greenwich Hospital, Greenwich, Conn. 
Presented in part at the International Congress for Psychotherapeutics, Sept. 5, 1951, 
Leiden, Netherlands. 
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A description of the various stages will be presented first. Then will follow a 
discussion of their possible clinical relevance. This should attest to the value or lack 
of value of such a division into stages. 


I 


Stage 1.—The stage of self-discovery (“It is I.”). 

This stage begins at birth and reaches a climax by 2 to 3 years of age. This 
is the stage in which the infant and child becomes aware of his being an entity, a 
“somebody.” He can do this only in terms of his total body functioning. This has 
two aspects: the functioning itself and the feeling tone that goes along with the 
functioning. 


SELF ~ DISCOVERY 
SENSE OF BERS 
OR EXISTENCE 


AGE 
iN YEARS © 


Schematic representation of the stages in the growth of the individual’s concept of self. 


Much has been written about the functioning proper from the observational 
frame of reference, such as the age at which a child smiles, reaches for things, and 
so on. Here we may concern ourselves with the development of the consciousness 
that it is he who is functioning and that the various bodily functionings are crystal- 
lizing out as a new entity, “I.” 

Even this aspect of the development of his self-concept cannot take place in a 
vacuum, It can only be done in relation to human beings. His functioning becomes 
real to him by virtue of the response given to it. His movement, his crying, his 
defecating, his smiling then come to have meaning for him as “I.” There may also 
be a greater unifying and interconnecting of these activities in terms of himself, 
because the same person or persons (the family circle) are constantly present to 
respond to them. 
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Inseparable, however, from the rest of the process of becoming aware of himself 
as an entity is the feeling tone that develops between him and the individuals in 
relation to whom he attains this awareness. It is not the mere perception, the identifi- 
cation, and the coming together of all the functionings as “I,” but also the way his. 
whole organism reacts to the process. In an atmosphere of warmth, which is com- 
municated to him by sound, touch, color, movement, and so on, it feels good to 
become aware of himself in relation to other persons. 

If the human contact has been adequate in quality and quantity, enough of his 
feeling and his functioning will have come together by 2 to 3 years of age to be 
recognized as “I.” He is no longer merely this or that presenting part or function, 
or the sum total of them. There is the beginning recognition of himself and of the 
world as separate entities. (This distinction will gradually grow greater, though 
never be complete.) Conceptual thinking has begun. Conscious behavior has. 
begun to supplant reflex and conditioned response. Only at this time have we 
really begun to deal with the beginnings of an individual. In the nature of this 
development may lie the explanation for the absence of infantile memories antedating 
this period. It may also explain why bowel training before this time is usually 
unsuccessful except in a sort of conditioned-reflex, mechanical way, subject to 
frequent relapses. 

Stage II.—The stage of self-possession, during which the self-concept is a func- 
tion of acceptance by others (“I am such and such an I, do you like me?” ). 

With his beginning awareness of himself as an individual, the child not only 
enters another stage of development but in a sense begins a process of being reborn. 
At his actual birth the child had no say in what he became and in being where he was. 
Now he must begin to take possession of himself—his present body, his present 
functioning, what he will grow into, and the functionings he will later develop. As. 
growth proceeds it becomes important that he integrate previous attitudes and 
orientations into his present concept of himself. Only to the extent that his past is 
successfully incorporated into his present awareness of himself is he really in 
possession of himself. It is interesting that ordinary language says just that in 
describing a person as being “self-possessed,” that is, “in control of [his] powers” 
(Webster). To the extent that the individual does not take possession of himself, 
a dualism arises within him between his organizing self-concept and that which 
remains unincorporated in it. With further growth, this dualism may become more 
and more marked and contribute greatly to unconscious motivation and alienation 
from his organic self (i. e., from his feelings). 

Specifically, the second stage begins at about 2 to 3 years of age and lasts a 
variable length of time through the adolescent period, to end at about 18 years, when 
Stage III, the period of self-direction, begins. During Stage II the child continues 
to undergo changes in body size, weight, and form, which he will have to incorporate 
into his self-concept, as he did with what he acquired from Stage I. 

The basic inner motivation of Stage II is the child’s need’for acceptance by others 
(parents).' In the first stage, if the operating factors are healthy, human beings 
become a part of his world and are included in his self-concept. He molds himself 
after them (in posture, speech, etc.). Approval and disapproval by them become 


1. Sullivan, H. S.: Conceptions of Modern Psychiatry: First William Alanson White 
Memorial Lectures, Psychiatry 3:1, 1940. 
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an essential factor in his life, and remain the predominant guide to his self-value 
during Stage II. The sensitiveness of the child and young adolescent to comparisons 
between himself and others is very marked. It is in an atmosphere of acceptance of 
himself by others that he begins a process of self-exploration through experience 
with the aim of building up his own powers and values so that he may assume direc- 
tion for his own life. Z 

Sex development may be taken as an example to illustrate the forces at work in 
Stage II.2- The child must first become aware of his sex anatomy by handling it. 
Even this initial step may be met with disapproval, as in attempts of mothers to stop 
their children from exploring themselves or in their concern at the first evidence of 
physiological functioning (e. g., erection). Such attitudes make it more difficult for 
the child to incorporate that part of himself into his concept of “I,” or they enable 
him to do so only with uncertainty and misgivings. Subsequent steps in the taking 
over of his sex desire and sex need may indicate even more clearly whether or not the 
primary forces of this stage, namely, acceptance by others, is operating in the direc- 
tion of healthy or unhealthy growth. In the case of healthy growth the child will 
accept his sex desire and sex need as part of himself and will take active measures 
to satisfy them either by masturbation or, later, by sexual intercourse. Subsequently 
he may decide to do one or the other or neither. In any case, he has been allowed 
to accept his sex functioning as his, and what he does will be his decision and his 
responsibility and will be in accordance with other values he has had a chance to 
develop similarly. In the case of unhealthy growth, on the other hand, there may be 
suppression of sex discovery and exploration and of sex desire. Masturbation may 
be completely suppressed for many years after some initial attempts, or there may 
be a hostile defiance of all sex restraints. Which of these manifestations will develop 
depends on the neurotic character structure that takes the place of healthy matur- 
ation, 

Stage III.—The stage of self-direction (maturity) in which the self-concept is a 
function of self-acceptance (“I am such and such an I because that is the kind I want 
to be.”’). 

In Stage I, when enough of body functioning has come together into a psycho- 
logical unit, the concept of “I” as an entity is born. In Stage II, when the individual 
(during his childhood, adolescence, and young adulthood) becomes aware of a 
hierarchy of values from his cultural environment that he accepts as his own and to 
which he commits himself with his feelings and his energies, “I” as a self-directing 
entity is born. The chief of these values is the value for himself—his feelings, his 
thoughts, his experience, his work, and his background, its “goodness” and “bad- 
ness,” its pleasures and pains, its advantages and disadvantages. In Stage II the 
direction for his life came essentially from outside himself. In Stage III it comes 
essentially from within himself. He has taken over his own growth. He has 
acquired the capacity to metabolize his experience just as he has always possessed 
the capacity to metabolize various nutrients and thereby incorporate them into his 
own protoplasm. 


2. Another example could be the choice of an occupation, but it might not be sufficiently 
illustrative of the considerable opposing forces the child may have to deal with. At the same 
time, the choice of sex development as an example serves to bring sex into the general framework 
of personality development and emphasizes that it is not the sole basis of such development. 
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This new concept of himself, in which his own values begin to predominate, must 
take on flesh and blood. As indicated in an earlier section, he, as an “I” of such- 
and-such values and beliefs, must repossess, take over, his body functioning 
from his previous self-concept. He must “work through” his former beliefs and 
values, lest these conflict with his present concepts and he become divided. 

With the acquisition of his own capacity for metabolizing experience, there is the 
possibility for further independent growth. This growth, as already indicated, is 
different from previous nonphysical growth in that it is self-directed. The individual 
is therefore truly on the road to realization of his own potentialities as a human 
being. 

The difference between Stage II and Stage III can be further seen in two 
important aspects of life, in individual and group relationships. In Stage II the 
closeness of the relationship between the individual and another person is due to 
lack of differentiation, with resulting dependence. In Stage III, as a result of dif- 
ferentiation of self from others, relationships are characterized by voluntary depen- 
dence of equal though different participants. 


Attempt to Correlate Some Psychiatric Conditions with Their Origin in Stages 
of Self-Concept Development 


Stage I Stage II 
Affect hunger (hospitalism) Immaturity 
Psychopathic personality Neurosis 
Shy or aggressive nursery child Nail biting 
Enuresis (?) (not all types) Ties 


Stuttering (7) (not all types) 


What goes on in the relationship is also quite different. The individual of 
Stage II will resist being influenced by the partner to the relationship at the same 
time that he seeks confirmation and approval. This is clearly seen in the negativism 
of children and the rebelliousness of adolescents. (It is exaggerated if there is 
accompanying neurotic development.) In Stage III there is no fear of being influ- 
enced by anybody any more than an individual would be afraid that his tissues would 
resemble the food that he takes in. Outside experience, like food, will be assimilated 
according to his own nature and by his own metabolic processes. The need for 
confirmation will also not be as intense as in Stage II, and will be different in 
quality, a phenomenon which cannot be discussed in this paper. 

What holds true for single relationships will also hold for group relationships. 
Joining a group can be primarily for confirmation and approval, essentially a safety 
measure, or it can be for further growth and development. 


II 


In this section of the paper an attempt will be made to establish a relationship 
between the stages in the development of the self-concept and the origin of some 
clinical psychiatric problems (Table). 

Since it is postulated that Stage I deals with the process of self-discovery leading 
to the first concept of “I,” it would seem reasonable to attempt an interpretation of 
some of the psychiatric conditions arising in early childhood as deviations of this 
process. The essential factors we are dealing with in the first stage are an organizing 
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personality in process of formation and the human environment in which it is form- 
ing. To what extent does the human configuration influence this first concept of “I”? 
Some answer to this question may be ventured in a consideration of such syndromes 
as affect hunger (or hospitalism) and psychopathic personality, as well as certain 
features encountered in children with shy or aggressive behavior. 

Affect hunger has been described for very early infancy, later infancy, and 
early childhood. This syndrome in early infancy has been dealt with by 
Ribble,® and in later infancy by Spitz (hospitalism).* Levy *® and Lowrey ° were 
the first to see the connection between inadequate close human contact in early life 
and abnormal behavior later in childhood in the case of institutionalized children 
sent for adoption or foster-home care. Similar studies on a more comprehensive 
scale were subsequently carried out by Goldfarb.’ 

If human contact in the first months of life is minimal, an infant may become 
apathetic, lose interest in feeding, grow sickly, and even die. Along the same line 
of experience is the old observation that infants did not do well in the impersonal 
atmosphere of a hospital. 

In the case of older infants and very young children separated temporarily from 
their parents, as during evacuations in war time, there may be similar apathy, refusal 
to eat, changes in toliet habits, nightmares, and extreme unhappiness.® 

Perhaps more revealing, however, and more germane to the main thesis are the 
studies on children institutionalized in orphan asylums from early infancy. It was 
found that these children, despite excellent physical and hygienic care, tended to 
develop into passive personalities, with emotional impoverishment, mental and social 
retardation, poor conceptualizing ability, and serious behavior difficulties. Children 
who had spent their first three years in an institution, when compared with a similar 
group of children who had been boarded out with families from early infancy, showed 
psychological and social immaturity in spite of subsequent transfer to foster homes.’ 

There is, therefore, the indication that when human stimulation is inadequate in 
quantity during Stage I, the urge toward self-discovery as an entity, the conceptualiz- 
ing of oneself as “I,” may be seriously interfered with or may not unfold at all. 
It is as if bodily functioning is not integrated into a meaningful and purposeful pat- 
tern and hence “peters out” when the urge and form are not supplied from the 
environment. It is apparent that a positive factor, as against the mere absence of 
negative factors, is necessary for a child’s human growth. 

A similar formulation of failure of the first concept of “I” to be whole and to 
include affective responsiveness to other human beings has been made for the 


3. Ribble, M.: The Rights of Infants: Early Psychological Needs and Their Satisfaction, 
New York, Columbia University Press, 1943. 

4. Spitz, R. A.: Hospitalism, in the Psychoanalytic Study of the Child, edited by O. 
Fenichel and others, New York, International Universities Press, Inc., 1945, p. 53. 

5. Levy, D. M.: Primary Affect Hunger, Am. J. Psychiat. 94:643, 1937. 

6. Lowrey, L. G.: Personality Distortion and Early Institutional Care, Am. J. Ortho- 
psychiat. 10:576, 1940, 

7. Goldfarb, W.: Infant Rearing and Problem Behavior, Am. J. Orthopsychiat. 13:249, 
1943; Effects of Psychological Deprivation in Infancy and Subsequent Stimulation, Am. J. 
Psychiat. 102:18, 1945. 

8. Freud, A., and Burlingham, D. T.: War and Children, New York, Medical War Books, 
1943. 
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syndrome usually called constitutional psychopathic personality. This syndrome is a 
repetitive pattern of behavior, asocial in character, accompanied by little or no mani- 
fest anxiety, and pursued without profit to the individual or to anybody else. Its 
early expression is in delinquent behavior, later, in alcoholism and crime. In these 
children there is evidence that early human contact was deficient, or frequently 
broken, and not continuous with the same adults during the first two or three years 
of life.° 

One also encounters a behavioral problem in children in whom excessive shyness 
or aggressiveness have been present since their earliest associations with other 
children. The difficulties these children have with others of the same age becomes 
especially clear if they attended a nursery school at 3 or 4 years of age. When one 
investigates their home environments one often finds a family situation which seems 
to be satisfactory, but further inquiry usually reveals serious defects in it. One 
mother, for example, openly said she hated her child; another had been suffering 
from serious repetitive depressions ; another had gone back to work when her child 
was 9 months old, although the family income did not demand that she do so. In 
this instance, also, one may predicate that the child’s earliest dealings with his 
parents have left him feeling inadequate in his relations with other human beings. 
He reacts by avoiding contact with other children or acts out his distrust of them. 
This interpretation is not meant to exclude the operation of other factors which con- 
tribute to the difficulties of these children. In contrast to the more-or-less permanent 
psychological deforming that takes place in the case of affect hunger and psycho- 
pathic personality, the subsequent growth of these children may follow the neurotic 
pattern as discussed under Stage II.*° 

Arising also in this stage are a group of clinical conditions which include enuresis 
and stuttering. Enuresis is, of course, a symptom and may be associated with a 
variety of psychologic difficulties. It is mentioned here to suggest the possibility 
that, because of undue emphasis on bladder functioning for any reason, the function- 
ing itself may be excluded from the self-concept. This may perhaps explain why 
in the enuretic child the bladder functioning during sleep seems almost separate 
from the rest of him. ‘ 

Stuttering also begins in Stage I. It may be profitable, therefore, to consider 
certain aspects of it which some students of the condition have recently stressed." 
It is the view of these investigators that early, undue emphasis on a child’s normal 
speech repetitions makes him self-conscious and anxious about his speech. A vicious 
circle is set going which results in the clinical picture of stuttering. In the light of 
the present theory regarding the child’s concept of himself, it is postulated that 
criticism and correction of his early faltering speech have had the effect of his speech 
not being fully accepted as part of himself to be developed unconsciously into a 


9. Bender, L.: Psychopathic Behavior Disorders in Children, in Handbook of Correctional 
Psychology, edited by R. M. Lindner and R. V. Seliger, New York, Philosophical Library, 
Inc., 1947, p. 360. 

10. Van Ophuijsen, J. H.: Primary Conduct Disturbances, in Modern Trends in Child 
Psychiatry, edited by N. D. C. Lewis and B. L. Pacella, New York, International Universities 
Press, Inc., 1945, p. 35. ; 

11. Johnson, W.: People in Quandaries: The Semantics of Personal Adjustment, New York, 
Harper & Brothers, 1946, Chap. 17. Brown, S. F.: Advising Parents of Early Stutterers, 
Pediatrics 4:170, 1949. 
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smooth, automatic function. It is often amazing that stuttering may almost com- 
pletely disappear in any one child in the presence of some persons and in some 
situations and become very marked with other persons and in other situations. 
Stuttering is more reactive to the outside than normal speech. These considerations 
obviously do not cover all aspects of as complex a problem as stuttering. 

In summarizing, then, the difficulties arising in Stage I, it may be said that their 
character partakes of the child’s concept of himself as it has been molded by his 
earliest experiences with other human beings. There may be a deficiency in response 
to human relationships and human interests. His functionings as a human being may 
not be accompanied by good feeling and may not have been taken fully into himself. 
He acts out his difficulties. 

The difficulties that arise in Stage II are of a different nature. When a child 
enters Stage II, provided his previous development has been moderately healthy, he 
will have discovered himself as an entity and he will be responsive to other human 
beings. As a result, self-concept will depend on the significant people about him, 
altogether in the beginning and less so as he grows older. The crucial question about 
the nature of this self-concept is whether, as he is, the child feels himself a match to 
meet his world as it keeps unfolding before him. The answer will depend on 
whether his parents have so treated him that he can be a match for the world that 
they constitute. If he can, he will begin a process of active experiencing, to feel 
his growing powers, to develop his potentialities, and to establish his own values.. 
He will dare to become the self that he is growing into. He matures. On the other 
hand, if in the concept of himself as reflected from the significant persons about 
him he does not feel himself a match for his unfolding world, much of the child’s 
energies will go into securing safety. He will develop psychological defenses to 
secure this safety, but at bottom he will remain feeling unsafe. Furthermore, his 
maturity will be seriously hampered. Instead of healthy growth, there will be 
abnormal, distorted growth, often labeled immaturity, with accompanying neurosis. 
Immaturity and neurosis are therefore the products of Stage II and include such 
symptoms as nail-biting and tics. 

The trauma leading to distorted growth in Stage II is essentially of such a nature 
as to push the individual in the direction of having to be someone other than he is. 
That is the common element in the stumbling blocks frequently considered to be in 
the way of the growing child, whether they be rejection, overprotection, deprivation, 
vicious comparisons, possessive love, oversolicitousness, exploitation, restriction, 
male or female preference, overt or implied demands, favoritism, and so on. 
Whatever the predominant coloring of the trauma, the net result in the child is 
probably the same. To meet the world as he is is dangerous and threatening. He 
cannot simply be himself to react the way he feels and to grow at his own rate and 
rhythm. His spontaneity is not merely limited as it is in normal relationships, in 
which there must be consideration of the needs of others, or in situations in which 
real limitations, difficulties, and dangers exist. He cannot be himself in any relation- 
ship because as himself he is not good enough. This comes to him not only by direct 
communication but indirectly by all the forces pushing him to be somebody he is not. 
There begins to develop in him an uneasiness, a gnawing feeling, lest he be what he 
really is and thus incur disapproval and lose the affection he needs so badly. The 
first alternative to gain affection and feel secure is to be somebody else. How 
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deliberate this change can be in a child is illustrated in the famous case of Miss 
Beauchamp whom Morton Prince described in his book, “The Dissociation of a 
Personality.” She idealized her mother who gave her little attention. 

Believing that the fault was her own and that her mother’s lack of affection was due to her 
own imperfections, she gave herself up to imperfections and concluded that if she could only 
purify herself and make herself worthy, her mother’s affection would be given her. She gave 
no expression to the ordinary feelings of everyday child life; never spoke to say she was tired, 
hungry or sleepy. She lived within herself and dreamed. 


That is, she could not be herself. 


This gnawing, inner feeling, fear of being oneself, becomes an important factor 
in the child’s subsequent development. It is an over-all uneasiness, part of which 
can be understood as a normal accompaniment of an organism’s expanding without 
fully knowing what awaits it; but here it is excessive in amount. While there may 
be some “acting out” in the beginning in response to his anxiety, the general and 
ultimate solution he develops is a psychological one. 

An attempt will be made at this point to indicate the nature of the psychological 
response to the anxiety developing in Stage II, though it is not the object of this 
paper to discuss neurosis as such. The formulation that follows is essentially that 
of Horney.’? 

The child may try to solve his problem by moving closer to the more powerful 
member of the family. He clings, becomes eager to please. His real need for 
affection, his capacity to share feelings with others and to fit in his likes with those 
of others because they coincide, gives way to a compulsive need to please others and 
to subordinate himself. His guiding principle is his helplessness. Or, he may have 
tried to move closer and found that it failed to give him the sense of safety that he 
needed ; he becomes ‘suspicious and hostile and ready to fight everyone and every- 
thing, no matter what. He marshals his capacities not for his own growth and 
development but compulsively to fight the world. His guiding principle is that a 
hostile world, indiscriminately, is facing him. Or he may have decided to have done 
with the world. After trying pleasing end fighting, he may have found that his 
safety lay in neither but rather in avoiding emotional involvement with people. 
His capacity to be by himself and work by himself becomes a compulsive need to 
keep to himself and away from others, and this now becomes his guiding principle. 

All three possible attitudes arise in the one child and all three are compulsive 
because behind each of them is anxiety and necessity. They are the accentuations 
and exaggerations of normal attitudes which the child would ordinarily use to grow 
and gain strength. They would normally be flexible, and their several uses would 
be guided by the situation and preference of the child and adult. They would be 
tools, means. But when behind them is anxiety they begin themselves to take on 
the character of ends, of solutions. 

These first solutions are of course not adopted deliberately or all in one piece. 
They are hammered out by the vicissitudes of the daily living and the vagaries of the 
particular situation in which the child finds himself. They are the resultant of the 
various attempts which the child makes to most satisfactorily hold down his 
anxiety. Sometimes this process can be clearly seen when events follow one another 


12. Horney, K.: Our Inner Conflicts: A Constructive Theory of Neurosis, New York, 
W. W. Norton & Company, Inc., 1945; Neurosis and Human Growth: The Struggle Toward 
Self-Realization, W. W. Norton & Company, Inc., 1950. 
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in a short space of time. A 34-year-old girl reacted to a domineering, perfectionistic, 
hostile, and troubled mother, first by insisting on carrying her baby sibling in her 
arms and dropping him regularly, later by going on a hunger strike against all solid 
food and losing considerable weight, and finally by insisting on sleeping in the same 
room with her parents. What remained on the surface, at least for the time, was a 
clinging to the mother, that is, a solution of helplessness. 

Different solutions may, then, be tried by the same child, and different solutions 
even toward different members of the family and outside the family. The child is 
thus compulsively driven in different directions. He is in conflict and at the mercy 
of a new source of anxiety. The child tries to solve this conflict and achieve a sense 
of unity by making one attitude predominant and submerging the other two. But 
this adoption of one solution does not make the others less compulsive. He must 
hold on to the solution he has made dominant only more strongly and “sit tighter” 
on the conflicting ones in order to give him a semblance of the unity he seeks. 

Furthermore, not only are these three moves—toward, against, and away from 
people—conflicting in relation to others, but they set up contrary currents in his own 
personality which involve his needs, give rise to sensitivities and inhibitions, and 
determine the attitudes toward himself and his set of values. Moreover, they lead 
to still other anxieties. If the child’s main solution for his problem is that of pleasing, 
gaining affection, and subordination to the wishes of others, he must put a damper 
on his own wishes, initiative, and striving. As this solution continues to develop in 
the older individual, his attitude toward himself grows in the direction of weakness, 
helplessness, measuring himself according to the opinions of others, and loss of self- 
confidence. He feels that his salvation is in the direction of love. There is a similar 
process with the solution of moving against people. His need to exploit, excel, and 
be hard and tough excludes the possibility of feelings entering his life, feelings 
for himself, for friends, or for disinterested enjoyment. He would then only be a 
“sucker,” a “softie.” It would be a defeat for his way of life. This happens also in 
the case of the solution away from people. As he grows older he tends to restrict 
his feelings, wishes, desires, and expansions for the sake of self-sufficiency and inde- 
pendence from people and for avoiding emotional intrusion into his inner life. He 
becomes hypersensitive to any form of coercion. He shies away from competition 
and the friction with people and things necessary for healthy growth, and therefore 
becomes more and more unable to fight against or work with others. 

This brief and incomplete description of the pathogenesis of neurosis has been 
included at this point to indicate the nature of the reaction that takes place. The point 
that is meant to be stressed is that no matter how intricate the psychological structure 
which may be developed, at bottom there is immaturity in that the real potentialities 
of the individual have been hindered from developing. In addition there is conflict, 
anxiety, and alienation from his feelings. 

Among the symptoms of anxiety which are common in childhood are nail biting 
and tics. Nail biting usually does not begin until the fith year of life and may last a 
lifetime, though it may be controlled for external reasons, such as aesthetic considera- 
tions."* Tics also usually begin at about 6 years of age.* Both nail biting and tics 


13. Kanner, L.: Child Psychiatry, Springfield, Ill, Charles C Thomas, Publisher, 1948, 
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14. Kanner,'* p. 413. 
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are expressive of anxiety and become intense when the anxiety is intense. Although 
enuresis and stuttering are influenced by anxiety, the anxiety seen in the case of 
these phenomena is often secondary. 

The foregoing formulation of neurosis also indicates that immaturity does not 
take place as a result of simple restriction. It is the nature of an organism to grow, 
and when it does not do so in a healthy direction, it will do so in an abnormal direc- 
tion. In the case of altered human growth, neurosis makes its appearance. 

To summarize this section of the paper, it is believed that some correlation can 
be made between certain psychiatric syndromes and the stages of the concept of self 
previously outlined, both as regards the time of occurrence and the forces operating. 
There is the possibility that with more data the relationship could be drawn more 
accurately and might be extended to include other clinical entities. 


Ill 


Several general principles which have a bearing on mental hygiene may now be 
drawn from this sketch of the development of the self-concept. These principles 
are not new, but their relation to the predominant psychological forces operating in 
each stage of development can be shown more clearly and more specifically. 

From Stage I the important conclusion to be drawn for mental health is that 
there is no being human without human beings. Being born of human beings does 
not automatically make human beings of us. Furthermore, this dependence for 
becoming human on other human beings does not refer to human beings in the 
abstract or to some vague concept of humanity, either scientific or religious, but to 
human beings who are present with their bodies and their feelings. Only in that way 
is the feeling of being human communicated to the infant and the child. 

It is because of the crucial importance of the early communication between mother 
and child that so much stress has been laid on whether the infant was “wanted.” 
Real wanting must, however, be separated from a behavioral wanting, such as want- 
ing to have a child because “it’s the thing to do,” or to “cement” a marriage which 
is otherwise unsatisfactory, or to show that one is “normal,” and so on. Really 
wanting a child, on the other hand, comes from the mature growth of the parents, 
and, as one aspect of their potentialities, includes the desire to realize their capacity 
to be productive. It would be linked to a love for themselves to want to produce 
another human being in their own image. Only if they love themselves, can they 
really love anyone else.** Only if they can get close to themselves, can they get 
close to someone like themselves. 

Since the vital business between infant and parent is communication which is 
adequate in quality and quantity, certain pediatric practices may be examined from 
this point of view. The following remarks refer to breast feeding particularly, but, 
to the extent that similar factors are involved, these considerations would hold for 
self-demand feeding and rooming-in nursery care. 

In the case of breast feeding, what is important is the psychological motivation of 
the mother who decides for or against breast feeding A mother who is out to prove 
herself a perfect mother does not necessarily have more warmth for the child because 
she breast feeds it than a mother who for economic reasons decides not to do so. On 


15. Fromm, E.: Man for Himself: An Enquiry into the Psychology of Ethics, New York, 
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the other hand, a mother who rejects breast feeding may do so because she cannot 
make a real commitment to the child—‘I’m not a cow”—an attitude which will come 
out in other relations with the child. What is communicated to the child, it would 
seem, would depend less on the mechanics of the feeding than on the inner motiva- 
tions of the person who is doing the feeding. 

In Stage II, since the essential task of the child is to become aware of and take 
possession of his own powers, it becomes crucial that his experiencing should more 
and more be of an active kind instead of a passive kind. That is, he should 
himself come into active contact with the stuff that constitutes life, namely, himself, 
other people, things, activity, and situations. What is meant by active experiencing 
can be illustrated by a simple example, bringing an erector® set to a child. 


From the moment the package is in his hands, he feels free to do what he wants 
with it. He opens it, speculates on what it is, recognizes what it is, expresses 
happiness or disappointment, notices the arrangement of the contents, finds a book of 
directions, feels the touch of the steel, the difference weights of the parts, and their 
number, and so on. He does all this before he has attempted to do a thing with the 
set. Then comes the thrill of doing something with it. It may be only matching 
one single part with another. Thereby alone he gets a feeling of having done some- 
thing, that he can do something, and that he is not helpless with that particular 
article. Whatever pattern is subsequently followed, whether his interest extends to 
the full utilization of the set and therefore toward further gaining a feeling of greater 
and greater accomplishment, or whether he completely discards it, his initial contact 
with the erector® set has been meaningful. 


The results of active experiencing can be summarized approximately in the 
following way. There is physical, emotional, and intellectual self-involvement ; there 
is a recognition and further exploration of one’s abilities ; there is initiation of activity 
or creativeness ; there is finding out one’s own pace and rhythm and the assumption 
of enough of a task for one’s abilities at that particular time, which would include the 
avoidance of taking on too much; there is gain in skill which one can apply to other 
enterprises, and there is an opportunity each time that one has an active part in 
something, no matter how small, to find out more and more what one is interested in. 


The above situation may be contrasted with another in which the person who 
brings home the erector® set says to the child, “Here is an erector® set, let me open 
it for you.” He does so, and then he points out all the things in the box, the book 
of directions, the various parts, etc., and, to top it off, he sets about building one of 
the complicated models, let us say, a crane. The child may be much interested in 
what he has seen being done, but let us focus on one aspect of what has really been 
happening. The child has had no opportunity to get himself involved with the 
erector® set, with his body, his intelligence, or his feelings, he has had no opportu- 
nity to match himself up with something that is new for him, to find out what he 
is capable of or to gain further direction for his interests. The building of the crane 
for him may have brought in another factor. It may have left the child with an 
implied demand that he do likewise without his having had an opportunity to pre- 
pare himself for any such complicated task. The end becomes the objective instead 
of the experience involved in the process of attaining the objective. Also, whatever 
he may subsequently do by himself will look small and mean compared to what had 
been made for him by someone else. He has not added to his total experience 
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for coming up against something new the next time. In other words, he has not 
grown from within but has had something superimposed from the outside. 

A modest example has been given, in this coming together of a child and an 
erector® set, but the same principles hold for any other situation that may confront 
a child, be it digging a hole, meeting friends, going to school, choosing a profession, 
or getting engaged. Each bit of active experiencing is an opportunity toward finding 
out what he likes or dislikes, and more and more what he wants to make out of 
himself. It is an essential part of his progress toward the stage of maturity and 
self-direction. The usefulness of this general principle was recently demonstrated 
by Schwartz and his co-workers ** in the treatment of children with cerebral palsy 
when the “traditional methods of passive physical therapy” were not “productive.” 

There is, of course, a place for passive experiencing. Much of the child’s early 
experiencing is passive, e. g., being fed. An analogy between active and passive 
experiencing can be made in terms of active and passive immunity. (A similar 
analogy has been drawn by Rosenzweig *’ for the acquisition of what he calls 

° “frustration tolerance.” ) Passive immunity plays a vital role in the life of the child, 
particularly at certain times, but it is temporary and does not prepare the child for 
future encounters with similar infectious agents. When resorted to, its objective is 

te circumscribed, to be succeeded by efforts to encourage development of an active 
immunity when and if possible. Similarly with passive experiencing, the objective 
is to make possible the subsequent taking over by the child of his own active experi- 
encing. With each child there would have to be a nice judgment as to what would 
be for him too little, too much, or just enough active experiencing to foster further 
growth. But where there is no active experiencing, there can be no development 
toward self-direction and self-realization. 

To permit and encourage active experiencing by the child would require of the 
parents certain qualities of mental health. The world would not be unrealistically 
dangerous and threatening for them, and they therefore would not make it so for 
him (through “germs,” accidents, occult forces—‘bogey man”—or through other 
human beings). They would do their own growing, their own active experiencing, 
and they therefore would have no desire to do it for the child or the child for them. 
They would not have to satisfy perfectionistic trends in themselves through the 
child, or have the esteem of themselves rise or fall with what he does or how well 
he does it. They would not have to fulfill through him what they have not been 
able to fulfill through themselves, be it the attainment of security or of position. 

In other words, the pleasure they get from the child comes from the child’s own 

fulfillment and not from the uses to which he can be put. 


SUM MARY 

The concept of self of an individual is described as undergoing three stages of 
development: (1) discovery of self, which is dependent on adequate qualitative and 
quantitative communication with other human beings; (2) possession of self, which 


16. Schwartz, R. P.; Zuck, F. N.; Parsons, F. H.; Wingate, K.; Lacey, T., II, and Johnson, 
M. K.: Motivation of Children with Multiple Functional Disabilities, J. A. M. A. 145:951 
(March 31) 1951. 

17. Rosenzweig, S.: A Dynamic Interpretation of Psychotherapy Oriented Towards Re- 
search, Psychiatry 1:521, 1938. 
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is possible only when the individual’s value of himself, as reflected from the signifi- 
cant persons about him, is a positive one and allows active experiencing of himself 
and the world, and (3) direction of self, when as a consequence of previous healthy 
development the individual can assume direction for his own growth as a person. 

Altered development in the first two stages is thought to result in specific 
psychologic clinical entities which are interpreted in the light of the present theory. 
An attempt is also made to correlate some principles of mental health with the 
stages of self-concept development. 


40 W. 55th St. (19). 


Dr. Bernard Benjamin, Brooklyn, gave much encouragement and help with this paper, and 
Dr. Samuel Shwartz, Washington, D. C., gave valuable suggestions. 
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DIRECT-WRITING HEART-SOUND RECORDER 
(The Sonvelograph) 


ROBERT F. RUSHMER, M.D. 


RAYMOND S. BARK 
AND 


RICHARD M. ELLIS, B.S. 
SEATTLE 


HE USE of modern recording devices to supplement subjective impressions 

with objective determinations constitutes an important aspect of current prog- 
ress in clinical diagnosis. For example, many types of cardiac arrhythmia may be 
recognized from clinical signs, but electrocardiography has become the final court 
of appeals in most cases. Similarly, the size and configuration of the cardiac silhou- 
ette can be determined more accurately from teleroentgenograms than by percussion. 
It is generally recognized that an objective record, examined visually, is more 
reliable than subjective sensations, such as tactile, temperature, or auditory percep- 
tion. In view of the limitations of auditory acuity and the difficulty in distinguishing 
the temporal sequence of sounds, stethocardiography represents another opportunity 
to supplement subjective sensations with objective records. Sensitive and reliable 
stethocardiographs have been available for many years, but their use has been very 
limited. The advent of direct-writing electrocardiographic equipment, using high- 
inertia, low-frequency galvanometers, presages further reduction in the availability 
of this valuable tool unless methods are developed for reliably recording heart 
sounds with this type of equipment. One approach to this problem is the direct 
inscription of an intensity envelope which represents a continuous record of sound 
intensity, regardless of frequency. Such records can be readily inscribed by gal- 
vanometers with a linear response to frequencies from 0 to 80 cps, even though 
heart noises include frequencies of 600 cps or more.* 

The basic requirements of a phonocardiograph are summarized by Orias and 
Braun-Menendez ? as follows: (a) It shall be of high sensitivity with the lowest 
possible threshold of intensity and frequency, in order to respond to the whole range 
of vibrations produced by the heart. (b) The deflections of the recording unit shall 
be directly proportional to the forces acting upon it. (c) Its natural frequency 
shall be high enough to not distort the record of the vibrations. (d) It shall be of 
minimal inertia. (e) It shall be fully damped. (f) It should be possible to obtain 
simultaneously other records of cardiac activity. By recording only the amplitude 
of heart sounds and murmurs, regardless of frequency, the requirements listed under 
c, d, and ¢ are rendered less exacting. 


From the Department of Physiology and Biophysics, University of Washington School of 
Medicine. 

1. Williams, H. B., and Dodge, H. F.: Analysis of Heart Sounds, Arch. Int. Med. 38:685- 
693 (Dec.) 1926. 

2. Orias, O., and Braun-Menendez, E., The Heart Sounds in Normal and Pathological 
Conditions, New York, Oxford University Press, 1939. 
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APPARATUS 


A direct-writing four-channnel polygraph has been designed and constructed for laboratory 
and clinical testing. Four pen writers, having a linear response to frequencies up to 80 cps, 
simultaneously inscribed records of (1) electrocardiogram, lead II, (2) venous pulse, arterial 
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Fig. 1.—Block diagram indicating the components of the amplifier and control systems in the 
four-channnel polygraph for recording and timing heart sounds. 


ier SOUND soul 


SOUND SOUND 


HEART SOUND - AMPLITUDE 


Fig. 2.—Derivation of a heart-sound intensity envelope from the recorded heart sounds; 
(A) stethogram recorded by means of a high-frequency Hathaway galvanometer; (B) sound 
“envelope” produced by connecting the peaks of each vibration; (C) heart-sound envelope from 
the same subject recorded directly. 


pulse, or respiratory movements, (3) the logarithm of the sound-intensity envelope, and (4) a 
linear record of sounds with frequencies between 5 and 40 cps. The components of the apparatus 
are illustrated by a block diagram in Figure 1. During the studies covered by this report, a 
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Maico heart-beat microphone (Model 5306) was used to pick up the heart sounds. Standard 
circuits were used for electrocardiographic recording and for the Statham unbonded strain 
gauge-pressure transducers, which respond to vascular pulses or to respiratory movements, and 
therefore no further description is warranted. 

The derivation of the heart-sound-intensity envelope is indicated in Figure 2. The upper 
record represents the familiar type of stethogram recorded by means of a Hathaway oscillograph, 
employing a galvanometer which responds uniformly to frequencies from 0 to more than 2,000 cps. 
Such a record indicates both the frequency and the amplitude of those sounds which have 


RES OF _LOGARIT AMPLIFIER 


VOLTS OUTPUT 
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WILLIVOLTS INPUT 


Fig. 3.—Graph revealing the extent to which the amplifier response is directly proportional 


to the logarithm of the input signal. The shape of the curve applies to all frequencies, but the 
scale varies in terms of the frequency response curves in Figure 4. 


FREQUENCY RESPONSE OF AMPLIFIER 
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CYCLES PER 
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EFFECT OF LO-PASS FILTERS 
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VATS OUTPUT 


Fig. 4.—Upper graph, over-all frequency response of the amplifier. The response is approxi- 
mately uniform from about 60 to 600 cps., but due to the logarithmic characteristics of the 
amplifier, the effective range is considerably extended (to about 30 to 2,000 cps). The high-pass 
filter attenuates sounds below 100 cps to emphasize high-frequency, low-intensity sounds. Lower 
graph, low-pass filters selectively attenuate sounds above 550 cps, above 350 cps, and above 
150 cps to indicate the frequencies contributing to the recorded sonvelograms. 


sufficient intensity to produce deflection of the galvanometer. If the peaks of each successive 
wave are connected by a continuous line, an “envelope” of sound intensity is inscribed (Fig. 2B). 
This process can be duplicated electronically by employing a resistance-capacitance time constant 
of 0.03 seconds in the amplifier, so that the pen fails to return to the base line between the peaks 
of the individual spikes (Fig. 2C). Since the amplitude of the spikes is proportional to the 
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intensity of the sound, the intensity envelope represents a continuous record of sound intensity. 
For convenience, this type of record has been termed a sonvelogram (Latin sonor, noise—velare, 
to envelope). 

The second stage of amplification (Fig. 1) has a logarithmic response to the signal, i. ¢., 
the amplitude of the deflection is proportional to the logarithm of the sound intensity (Fig. 3). 
This greatly extends the range of sound intensities to which the apparatus will respond, and in 
this respect it resembles the human auditory mechanism. However, unlike the human auditory 
response, the amplifier has the same logarithmic response to all frequencies within its range. 
The response of the amplifier is linear between 60 and 600 cps (Fig. 4, upper graph). Since the 
logarithmic characteristics of the amplifier accentuate weaker signals, the total effective 
frequency range is extended beyond 30 to 2,000 cps. 

Since the intensity envelope fails to indicate the frequency components of the sounds, a series 
of filters has been included to determine the frequency range of the vibrations contributing to 
the envelope. By adjusting a multiple switch, the high frequencies can be progressively 
eliminated by low-pass filters. The inclusive ranges are approximately as follows: 30 to 750 cps, 
30 to 350 cps, and 30 to 150 cps (Fig. 4, lower graph). To emphasize low-intensity, high- 
frequency sounds, a high-pass filter which attenuates frequencies below 100 cps can be used. 


(Fig. 4, upper graph). 

Since the human auditory mechanism is extremely insensitive to sounds having frequencies 
below 40 cps, a linear record was also obtained of the frequencies between 5 and 40 cps. These 
sounds are largely within the tactile rather than the auditory range of perception. 


RESULTS 


This equipment has been used to record the heart sounds in a large number of 
normal subjects and in more than 100 patients with congenital and acquired heart 
disease. A few samples are presented to indicate the nature of the records and their 
interpretation. The first series illustrates the recorded configuration of the various 
heart sounds (Fig. 5). 

The first record (Fig. 5A) was obtained during voluntary cessation of breathing, 
as indicated by the pneumogram. On the sonvelogram, the first and second sounds 
are of similar amplitude. A small deflection consistently preceded the first sound, 
probably representing a relatively prominent “auricular” sound. The linear steth- 
ogram responds directly to the sound energy within a frequency range limited to 5 
to 40 cps. It soon became apparent that the predominant vibrations in this frequency 
range were associated with the first and second heart sounds. In the mitral and 
tricuspid areas, there is usually a large deflection, which appears to have a coinstant 
relation to the second component of the first sound, and a smaller deflection which 
appears early in the second sound. The relative amplitude of these two deflections is 
reversed in the aortic and pulmonary areas. Another record, obtained during quiet 
breathing, showed slight distortions of deflections in the log-intensity envelope 
associated with respiratory activity (Fig. 5B). Violent respiratory activity may 
completely obscure the heart sounds. The amplification of the linear stethogram 
was greater than in the preceding record, but the deflections retained their relation 
to the first and second sounds in the sonvelogram. 

The sonvelogram in the third record (Fig. 5C) reveals slight splitting of the 
first sound, marked splitting of the second sound, a prominent third heart sound, 
and a notched upswing of the first sound caused by the so-called auricular com- 
ponent of this sound. In Figure 5D, four heart sounds and a low-intensity, mid- 
systolic murmur are visible. 

Alterations in the sonvelographic records, associated with various heart mur- 
murs, are presented in Figure 6. In the first record (Fig. 64), a loud systolic 
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murmur fills the interval between the first and second sounds. Certain low-frequency 
components appear in the linear stethogram, but the first and second heart sounds 
can still be distinguished. 

The next record (Fig. 6B) reveals a soft systolic murmur occupying the period 
between the first and second sounds. It was recorded from the third intercostal 


“ENVELOPE 


Fig. 5.—Variations in configuration of heart sounds in different subjects: A, normal subject 
with a prominent auricular sound. B, the same subject during normal respiratory activity; C and 
D, splitting and prolongation of the first and second sounds with prominent auricular and third 
heart sounds and soft systolic murmurs, from two different patients. 


SOFT SYSTOLIC MURMUR 


Fig. 6.—The heart-sound intensity envelope in the presence of murmurs: A, loud systolic 
murmur; B, soft systolic murmur; C, loud systolic and middiastolic murmur; 'D, continuous 
murmur ‘(patent ductus arteriosus). 


space at the parasternal line, where the second sound is slightly louder than the first 
in both the intensity envelope and the linear stethogram. A well-circumscribed 
middiastolic murmur, associated with a fairly loud systolic murmur, appears in 
Figure 6C. The continuous, machinery-like murmur from a patent ductus arteriosus 
appears in Figure 6D. The identification of the second sound is made easy by the 
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large spike in the linear stethogram. Identification of the faint first sound required 
reference to the electrocardiogram. Note that the deflections produced by this coarse 
murmur in the low frequency stethogram were insignificant compared to the deflec- 
tion from the second sound. 

The contribution of various frequency ranges to the heart sounds in a patient 
with a loud systolic murmur are revealed by a series of filters (Fig. 7). Both 
sounds and murmurs are composed largely of frequencies below 150 cps (Fig. 7D), 
but a considerable contribution appears in the range between 150 and 350 cps 
(Fig. 7C). This type of analysis has added little information beyond that available 
in the routine records, except for distinguishing two murmurs having different 
frequency components. 


ELECTROCARDIOOR AM RESPIRATORY 


Fig. 7.—The frequency components of the sounds and murmurs indicated by means of various 
low-pass filters. Frequencies between 30 and 150 cps (D) produce deflections somewhat smaller 
than those including 30 to 350 cps (C), indicating that a considerable contribution is made by 
ryeery ranging between 150 and 350 cps. No significant contribution is made above 350 cps 
(A and 


COMMENT 


Recording the intensity envelope of sound is a reasonable approach to steth- 
ography, because the exact frequency of heart sounds and murmurs is rarely 
considered in interpreting these sounds. The patterns which are produced are much 
simpler in form, and, for this reason, they can be more readily compared. On the 
other hand, the elimination of frequency from the response represents a degradation 
of the original signal which might not be warranted except for use with the low- 
frequency-galvanometer systems in direct-writing electrocardiographic equipment. 
It might be pointed out that the standard electrocardiogram represents degradation 
of the three-dimensional orientation of the electrical vectors within the heart. How- 
ever, it is not seriously proposed that electrocardiography be eliminated in favor of 
spatial vectorcardiography, partly because it is difficult to describe the complex loops 
produced by that method. Heart-sound intensity records represent a simplification 
of heart-sound records by the elimination of the high-frequency oscillations. 

The effectiveness of the equipment can be assessed only by a comparison with 
other available methods under controlled conditions. The sonvelographic records 
from 245 school children compared favorably with recordings by qualified physicians 
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and a commercially available phonocardiograph, with respect to both identification 
and interpretation of heart murmurs. The results of this study are presented in 
another report.* 

CONCLUSIONS 


Heart-sound recording equipment has been constructed which is applicable to 
high-inertia direct-writing penmotors. This is accomplished by continuously record- 
ing an envelope of the sound intensity (sonvelogram). By means of an amplifier 
which responds to the logarithm of the sound intensity, a wide range of amplitude 
can be recorded. The response of the sonvelographic amplifier and recorder is linear 
for frequencies from 60 to 600 cps. 

The record can be observed in its final form as it is inscribed, and the simple 
patterns facilitate comparison of the records. 

Sonvelographic recording can be readily adapted to standard direct-writing 
electrocardiographic equipment. 


3. Rushmer, R. F., and others: Variability in Detection and Interpretation of Heart 
Murmurs in Children by Auscultation and Stethography, A. M. A. Am. J. Dis. Child., this 
issue, p. 740. 
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VARIABILITY IN DETECTION AND INTERPRETATION OF HEART MURMURS 
A Comparison of Auscultation and Stethography 
ROBERT F. RUSHMER, M.D. 
DONAL R. SPARKMAN, M.D. 
R. F. L. POLLEY, M.D. 
E. E. BRYAN, MD. 
R. R. BRUCE, M.D. 


G. B. WELCH, M.D. 
AND 


W. C. BRIDGES, M.D. 
SEATTLE 


ROMPT, accurate diagnosis of heart disease in children has become increasingly 

important with the advent of more effective therapeutic techniques. For exam- 
ple, corrective surgery holds promise of cure or alleviation of symptoms in a number 
of congenital malformations of the heart, and more specific therapy is now available 
for patients with acute rheumatic fever. The use of antibiotics to avoid recurrences 
of rheumatic fever may represent an even more important contribution, since pre- 
vention of disease processes is actually more valuable than treatment of active 
lesions. Selection of patients for preventative care presents serious problems, since 
it is neither practical nor desirable to prescribe extended courses of therapy indis- 
criminately to large masses of the population. 

In most pediatric cases, preexisting cardiac disease is initially suspected on the 
basis of heart murmurs. However, a large proportion of children have murmurs, 
most of which must be classified as “functional.” The murmurs associated with 
organic heart disease are generally recognized if the lesion is sufficiently well devel- 
oped, but in a large number of children the condition falls into the category “possible 
organic heart disease” which lies between the functional and organic classifications. 
Complete history, physical examination, and laboratory tests may supply sufficient 
information to confirm or exclude organic heart disease. More frequently, case 
studies extending over a period of years are required to make the distinction, but 
even in these cases, a decision must be made concerning the advisability of institut- 
ing preventative measures. When all these methods have been exhausted, there 
remains a sizable group with heart murmurs of questionable significance. In 
the course of investigating the usefulness of a new type of direct-writing stethograph 

This investigation was financed by a grant from the Washington State Department of 
Health. 


From the Department of Physiology and Biophysics, University of Washington School of 
Medicine. 
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(the sonvelograph '), an experiment was undertaken which indicated a remarkable 
variability in detecting and in interpreting heart murmurs in a fairly large number 
of unselected and selected school children. 


METHODS 


In general, the plan of the experiment was to compare the auscultatory observations of three 
examiners and the stethographic records from two types of heart-sound recording devices. Those 
children who were suspected of having organic heart disease on the basis of heart sounds were 
returned for a more complete examination by six examiners, the two heart-sound recording 
devices, and ancillary laboratory tests. 

Heart sounds were recorded simultaneously by two separate pieces of equipment. The output 
of a Sanborn logarithmic microphone was split and led into a Sanborn Stethocardiette? and 
into a special amplifier which integrated the heart sounds into a log intensity envelope (sonvelo- 
gram).° Portable sonvelographic recording equipment was developed for this study. Briefly, 
the sonvelogram is obtained by imposing a time delay of 0.03 seconds into the response of the 
amplifier, so that the pen fails to return to the baseline between sound waves and tends to follow 
the peaks of the individual waves. In this way, a continuous record of sound intensity is 
: inscribed, independent of the frequency, ranging from 60 to 600 cps. Because the response of 
the amplifier and microphone is logarithmic, the apparatus, like the human ear, responds to a 
very wide range of sound intensities. A filter system selectively attenuates the low-frequency 
sounds to provide a frequency-response curve resembling that of human auditory perception. 
Initially, this filter system approximated the hearing curve at 20 db., but it was later adjusted 
to correspond to the hearing curve for 60 db.* because heart sounds at the thoracic wall are 
more intense in children than they are in adults. For this study, the logarithmic response of the 
amplifier was supplemented by a Sanborn logarithmic microphone to cover a very wide range 
of sound intensity. 

The potentials developed at standard limb electrodes were fed into both the Stethocardiette 
and through a Sanborn electrocardiograph amplifier to the second channel of the Brush pen 
motor. The electrocardiograms appeared on each heart-sound record for timing purposes. As the 
microphone was moved to different areas on the precordium, the lead selector switch on the 
electrocardiogram amplifiers was adjusted, and in this way the three standard limb leads were 
recorded for each case. 

Heart-sound records were obtained from four points on the precordium: at the fourth left 
intercostal space in the midclavicular line (position 1), at the parasternal line in the third left 
intercostal space (position 2), the second left intercostal space (position 3), and the second 
right intercostal space (position 4). The numbers which follow the case numbers on the illus- 
trations identify the recording position in Figures 2, 3, and 4. ; 

In the first three phases of the study, auscultation was performed by three examiners: a 
cardiologist (D. R. S.) ; a pediatrician who had participated in the heart disease screening pro- 
gram for grade school children in St. Louis in 1949 (R. F. L. P.), and a physician in the King 
County Health Department who also contributed data on Wetzel grid (E. E. B.). Each 
examiner, stationed in a separate room, filled out a form which included an identifying case 
number, a schematic drawing of the intensity and timing of the heart sounds and murmurs, 
notations concerning the quality of the sounds, and an indication that the murmurs were func- 


1. Rushmer, R. F.; Bark, R. S., and Ellis, R. M.: Direct-Writing Heart-Sound Recorder 
(The Sonvelograph), A. M. A. Am. J. Dis. Child., this issue, p. 733. 

2. Rappaport, M. B., and Sprague, H. B.: Physiologic and Physical Laws That Govern 
Auscultation and Their Clinical Application, Am. Heart J. 21:257-318, 1941. 

3. Rushmer, R. F.: Stethography of the Heart Sound Intensity Envelope, abstracted in 
Fed. Proc. 9:111, 1950. 

4. Committee on Acoustical Measurements and Terminology of the American Standards 
Association: Proposed Standards for Noise Measurement, J. Acoust. Soc. Am. 5-6:109-111, 
1933. 
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tional, possibly organic, or definitely organic. The graphic representation of the heart sounds 
was based on examination of the mitral, pulmonary, and aortic areas when the patient was 
supine, but additional information was sought by auscultation in other positions and after 
exercise. The location of murmurs heard in other than the standard auscultatory areas was 
indicated on a map of the thorax. 

The heart-sound records were initially interpreted by an examiner (R. F. L. P.) who had 
no previous experience with stethographic techniques. When these records were reexamined 
independently by another member of the team, only minor additions or changes were required. 


Fig. 1—Upper, total incidence of various notations on (1) sonvelogram (2) stethocardio- 
eg (3) examiner No. 1, and (4) examiner No. 2, in 211 unselected school children (Phase 
); lower, total incidence of various notations on 34 children with “heart murmurs” noted on 
school records (Phase II) and on 32 patients attending cardiac clinics or hospitalized for heart 
disease (Phase III). 


These consisted mainly of deciding whether a murmur was early systolic, midsystolic, or both, 
and the notation of a few third heart sounds. 

Phase I of the study was conducted on 211 school children, ranging in age from 7 to 10 years, 
selected at random from the rolls of an elementary school. Complete examinations could be 
conducted on 40 children during a period of five hours. One examiner (E. E. B.) could not 
participate in the first three days of testing, so this incomplete series of records was eliminated 
from the tabulations in the first phase, but has been included in the illustrations of individual 
cases. 
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During the first 65 cases of Phase I, the sonvelographic equipment, previously tested under 
laboratory conditions, recorded sufficient adventitious noise to produce irregular undulations 
of the baseline, which made interpretation more time-consuming and less accurate. Although 
this difficulty was later overcome, the relatively poor early records were not eliminated from the 
data. In plotting the total incidence of various findings (Fig. 1), the cases studied in Phase I 
were arbitrarily divided into four groups to avoid obscuring significant changes in the perform- 
ance of the equipment, in the interpretation of records, and in auscultatory reports as the study 
progressed. 

In Phase II, the records of all the elementary schools in one district were scanned and 34 
children whose records bore notations of heart murmurs were examined. 

Phase III consisted of comparative stethographic and auscultative records from a group of 
32 children and adults in cardiac clinics or wards, most of whom had definite organic heart 


disease. 


Fig. 2—Sample records from Phases I, II, and III: Case 173-2, midsystolic murmur on stetho- 
grams, early systolic murmur noted on auscultation (pulmonary area) ; Case 179-1, midsystolic 
click noted on stethograms and by two of three examiners (mitral area); Case 244-2 
(Phase II), early systolic murmur noted on all records; Case 251-1 (Phase IIL), presystolic 
murmur, systolic murmur, and early diastolic murmur in mitral area. Note the similarity of 
auscultatory findings in this last case, that of a child with well-developed organic heart disease. 


* Finally, one of us (R. F. R.), without reference to any other data, rapidly scanned the son- 
velograms of the 245 cases in Phases I and II, selecting children for reexamination. Since it was 
impossible to distinguish third heart sounds from early diastolic murmurs on sonvelograms, 
children with large deflections recurring regularly in successive diastolic periods were classified 
as having “possible organic heart disease” and considered as candidates for reexamination. 
In addition, all systolic murmurs which had maximum intensity in the midsystolic or late 
systolic periods were similarly classified. This task was accomplished in one and three-fourths 
hours. The stethograms obtained from the Sanborn Stethocardiette were independently examined 
at another time for murmurs which would warrant additional study. Children noted as possibly 
having organic or definitely organic heart disease by any of the auscultators were automatically 
added to the group for a return visit. A total of 18 children were reexamined (Phase IV). 


179-1 244-2 251-1 
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This reexamination included auscultation by six examiners, including the original team and three 
additional observers: the cardiologist at the University of Washington School of Medicine 
(R. R. B.), his associate (G. B. W.), and either a prominent local cardiologist (W. C. B.) 
or a member of the staff of Cardiac Clinics, Children’s Orthopedic Hospital (R. F. R.). Heart- 
sound records were repeated using the same equipment as in previous studies, and the following 
additional information was obtained: history, pulse rate, complete electrocardiograms if indi- 
cated, blood pressure, sedimentation rate, antistreptolysin titer, and results of fluoroscopy by 
two examiners. Roentgenograms requested by the fluoroscopists were obtained in six cases. 
Sufficient data for interpretation of Wetzel grids was available on 180 of the unselected children 
in Phase I, and, of these, 46% had significant “growth failure’ during the period for which 
records were available. The Wetzel grid is more effective if used as a basis for study during the 
period of growth failure, which may result from a multitude of causes. 


BIDSYSTOLIC 


Fig. 3.—Sample records from Phase II: Case 240-1, midsystolic murmur on sonvelogram, 
early diastolic sound on stethocardiogram, and early systolic murmur noted by examiner No. 1; 
Case 237-1, loud early diastolic sound (murmur?) on both heart-sound recordings, indicated as 
systolic by auscultators ; Case 232-4, loud systolic murmur (aortic area) indicated as midsystolic 
on both heart-sound records and early systolic by auscultators; Case 226-1, loud third heart 
sound on both heart-sound records not audible to the examiners; Case 224-2, late systolic 
murmur on heart-sound records, classed as midsystolic or early systolic murmur by examiners. 


RESULTS 


The incidence of various observations made on 211 unselected school children 
in Phase I of the study is indicated in Figure 1 (upper chart). The changes noted 
in the first and second heart sounds, the presence of a third heart sound, and sys- 
tolic and diastolic murmurs are tabulated in columns headed by numbers which 
indicate the origin of the data: (1) sonvelograms, (2) Stethocardiette, (3) 
examiner | and (4) examiner 2. Loud, diminished, or prolonged first heart sounds 
were infrequently indicated, but splitting was easily recognized and frequently 
noted on the sonvelograms (Fig. 2, Case 179-1). Early systolic murmurs were 
heard by one examiner in 194 of 211 cases (Fig. 1, upper record). The other 
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examiner, the sonvelograms, and the Stethocardiette records revealed 125, 91, and 
80 such cases, respectively. The relatively larger number of midsystolic murmurs 
on sonvelographic records resulted from the fact that they were frequently noted 
only as early systolic on auscultation (Fig. 2, Case 173-2). An interesting observa- 
tion was a midsystolic click, which was clearly indicated by the stethograms and 
by two examiners (Fig. 2, Case 179-1). Loud and split-second sounds were com- 
mon. Third heart sounds were heard most frequently by examiner No. 1. No 
diastolic murmurs were noted on the initial examinations in Phase I, and all find- 
ings were classed as functional except in those cases which were scheduled for reex- 
amination in Phase IV. 


AN A 


Fig. 4—Sample cases from Phase III: Case 250-1, very loud systolic and diastolic murmurs 
noted on all records but one (mitral area) ; Case 250-2, pulmonary area of the same case reveal- 
ing diastolic murmur on stethograms not noted by examiners; Case 255-1, sonvelogram indicated 
loud presystolic murmur, early systolic murmur, and diastolic murmur; these murmurs also 
noted by examiner No. 1; only a presystolic murmur was recorded by examiner No. 2; 
Case 253-1, sonvelogram completely obscured by background noise in this obese patient. 


The incidence of various observations on the 34 school children in Phase II and 
in the 32 cases in Phase III have been tabulated together (Fig. 1, lower chart). 
Here again, murmurs in early systole were the most common finding, but midsys- 
tolic murmurs (Fig. 3, Cases 240-1 and 232-4) had greater incidence in these 
groups than in Phase I. Occasional late systolic murmurs were noted (Fig. 3, 
Case 224-2). Murmurs in the last portion of systole were recorded by the exam- 
iners only when the murmurs continued through the entire systolic period (Fig. 2, 
Case 251-1). In one case (237-1), that of a subject with tachycardia, the examiners 
reported a systolic murmur which actually occurred in the diastolic period, as 
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demonstrated by its relation to the electrocardiogram in both stethographic records. 
In Phases II and III, third heart sounds were identified on sonvelograms in 10 
cases, and on 18 Stethocardiette records (e. g., Fig. 3, Case 226-1). Third heart 
sounds were noted on auscultation only by examiner 1 (Fig. 1). Early diastolic 
murmurs were indicated in 12 sonvelograms, 10 Stethocardiette records, and by the 
three examiners in nine, four, and five cases respectively. Typical records from 


12345 
fs 
A 
es 
a 
« 


Fig. 5.—Data from Figure 1 replotted to indicate the degree of correspondence of findings 
from (1) sonvelograph (2) stethocardiograph, and (3, 4, 5) the auscultators. Early systolic 
murmurs were noted on all records from 44 children in Phase I (upper record), from eight 
children in Phase II (middle record), and 13 from Phase III (lower record). 


Phase III are presented in Figure 4. Case 253-1 was that of an obese adult woman 
and represents an example of completely unsatisfactory stethography, since the 
heart sounds were faint and completely obscured by background noise. Fortu- 
nately, this rarely occurs. 

The total incidence of findings indicated in Figure 1 can be seriously misleading 
because it obscures differences in individual cases. For this reason, the data were 


| 
— “0 
« J | 
i 
| 
2 
: 
- 


RUSHMER ET AL.—DETECTION AND INTERPRETATION OF MURMURS 747 


replotted so that each case in which all four records agreed were tabulated at the 
bottom of each column. Next, those cases in which only three records agreed were 
added. This process was continued until notations on only one record appeared at 
the top of each column (Fig. 5). This method of organization revealed a remark- 
able lack of correspondence between the results obtained from the four sources. For 
instance, in only 44 cases was an early systolic murmur noted on all four records. 
Agreement for other observations in Phase I was even more infrequent. 

In Phases II and III (Fig. 5, middle and lower charts), the cases were arranged 
as indicated above only for early systolic murmurs, and the remaining notations 
on each case appear on the corresponding horizontal lines. A greater degree of 


TaBLe 1.—I/nitial Examination 


Objective Records 
Auseultation 
Case Heart Heart 
No. Significant Observation Sound1 Sound? EKG 1 2 3 
Presystolic oO? x 
108 Early systolic F oO? or F x 
1% Early systolic murmur..................... F? or F P 
shift 
139 Early diastolic 0? oO? F 
1590 Midsystolic o? F F 
Third heart Of... F F 
Early diastolic murmur...................- 
152 Midsystolie murmur in aortic area........ oO? F 
168 Early systolic murmur in aortic area..... oO? oO? eas F F be 
216 Systolic murmur (transmitted)........... 0? o? F 
217 Systolic murmur (transmitted)........... or F F F o? 
224 Systolic murmur (transmitted) (late sys- 
231 Systolic murmur (transmitted)........... oO? re 
232 Systolic murmur (transmitted)........... Oo? 
240 Systolic murmur (transmitted)........... oO? oO? F 
8 1 5 3 3 


correspondence in detecting early systolic murmurs occurred in both Phases I1 and 
III, but there was considerable discrepancy in the other observations. 


From the 245 children examined in Phases I and II, 18 children returned for 
additional study. Five others were asked to return, but failed to appear. Of the 
five who could not be reexamined, one, with a condition classed as possible organic 
heart disease on the sonvelogram and by examiner No. 1, was under the care of a 
physician for rheumatic fever (Case 164). Another was under observation for the 
diastolic “murmur” illustrated in Figure 3 (Case 237-1). No additional information 
was obtained concerning the three other children. The notations which applied to 
the children selected for reexamination and the sources of these observations, i. e., 
heart-sound records, electrocardiograms, and auscultation, have been tabulated 
(Table 1). The stethographic records were read both rapidly and liberally. Four- 
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TasLe 2.—Re 
Objective Records Auseultation 
A AW Fluor- Heart 
Significant Observation H.8.1 H.8.2 EKG a b e d e f oseopy * Rate 
Presystolie murmur oO 
Third heart sound F F PVP+ 92 
Early systolic murmur Oo oO? O7 
Early systolic murmur F F F PA+? 2 
Early systolic murmur oOo? Oo 
Third heart sound or F-or F oO? RV+? 
Early diastolic murmur (into 0? 0 Oo LV+? 64 
mid on stethogram) 
Presystolie murmur 69° 
Early systolic murmur F F or orf oO o> 
rd heart sound or N 96 
Early diastolic murmur F F F 
ik Early systolic murmur F F F OF OF 
Early diastolic murmur Oo PVP+ 
Early systolic murmur F F F F 
| rd heart sound or 
Early diastolic murmur or F . or F F oO? PVP+? 
ystolic murmur 
| Early diastolic murmur oO? or N 
murmur (transmitted) or F F F 
1 Third heart sound or or or ¥ 
4 Early diastolic murmur 
4 Right axis deviation or 
' Presystolic murmur 
Aortie systolic murmur F F OF OF LV+? 
Diastolic murmur ° 
Presystolic sound oO? 
Systolic murmur or or F LV+? 72 
Third heart sound or o? F 
Diastolic murmur 
Auricular sound or presystolic oO F or or 
murmur 
Early murmur (trans- F or 0. O° or or 
Third heart sound or oO F F or N 100 
Early diastolic murmur 
Left axis deviation or 
murmur (trans- or oO? F F oO? PVP+ 
Third heart sound or or 0? F LV+? i 
Early diastolic murmur 
Presystolic murmur oO? or 
Systolic murmur (transmitted) oO? or OF or oO? 
Third heart sound or oO F F or F RV+ 80 
Early diastolic murmur 
EKG-Right axis shift N 
Late systolic murmur oO? Oo? or oO 
Auricular sound or presystolic oO? RV+ 
murmur 
EKG-Asynchronous depolarization o? PVP—? 
Systolic murmur (transmitted) o? or or FoF oO? oO 
Third heart sound or oO or 2 N 100 
Early diastolic murmur 
Left axis deviation or 
Aortic systolic murmur o? Oo? F F oO? N 76 
Left axis deviation or or 
Systolic murmur F F oO OF: 
Third heart sound F F RA+ 
Totals 8 9 1 4 8 2 


* Symbols used in this tabulation have the following significance: LV, left ventricle; RV, right ventricle; PVP, pulmonary 
vein pulsation; PA, pulmonary artery; N, normal; RA, right auricle; +, enlarged or elevated; - depressed. 


t Three periods, in 1944, 1945, and 1949. 


4 
A 


RUSHMER ET AL—DETECTION AND INTERPRETATION OF MURMORS 


749 


Rheumatic fever? 


Rheumatic fever oOo? 


Rheumatic fever? 


Rheumatie fever 


Congenital heart 
disease 


examination 
Phase I 
Sedimen- Anti- Wetzel Grid Stetho- Pre- ig 
tation strepte Pre- gram Auscultation Final viously 
Pressure Mm. Units Started Failure History ration 1 2 pected 
84/40 2 5/48 Since xr - or x 
112/68 10 100 9/44 None Unexplained fever x x or 
Left arm 9/45- 
112/60 15 625 9/45 9/49 x - 
Slight 
102/60 2 166 10/47 10/47- x x oO? 
10/48 
Left arm Irregular 
124/80 5 12 10/46 ? x or : . ia 
Right arm 
98/55 7 625 0 0 x oO? x 
Since 
102/60 21 250 10/46 10/46 x 
94/60 8 125 0 0 x F aS 
0 0 x 
185/78 10/46 None x x 
98/62 Since 
36 12 10/48 10/48 Rheumatie fever? x o7 x : eee 
16/8 >12 949 None 0 x 
100/54 19 100 9/44 t 0? x x or 
108/64 10 5/48 5/49 0? x x 
On 
42 625 9/50 9/50 — 
114/80 
100/60 45 333 0 x x x 
90/60 Since 
42 1,250 9/47 9/48 2 
Since i 
98/50 36 50 5/48 5/49 x x 
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teen sonvelograms and eight Stethocardiette records were interpreted as indicating 
a need for further study. By auscultation, five, three, and three cases were similarly 
designated by the three examiners, respectively. Considerable difference of opinion 
concerning the significance of the observations appeared in nearly all cases. 

Information gained during the reexamination appears in Table 2. The incidence 
of positive findings in this group was significantly greater during reexamination 
than during the initial examination. This series was known to be a preselected 
group, and the tests were conducted under improved conditions, so the interpreta- 
tions were probably less conservative. 

The interpretations of stethograms, electrocardiograms, and auscultation are 
listed in the first nine columns in Table 2. Results of the laboratory tests appear 


Fig. 6—Sample records from two types of stethographs and from auscultation by six 
examiners during Phase IV. Note that systolic murmurs are indicated on all records; third 
heart sounds appear on some records from Cases 55 and 124. The loud early diastolic sound in 
Case 108 may be an early diastolic murmur. 


in the next five columns. Unexplained fever and histories indicating rheumatic 
fever or congenital heart disease are noted as “History.” On the original request for 
parental permission to conduct the initial examination, the parents were requested 
to indicate to the best of their knowledge whether the child had no heart disease, 
suspected heart disease (“O?”) or definite heart disease (“0”). The responses to 
this question are listed under “Preexamination.” For each case, the stethographic 
and auscultative records of Phase I, which prompted reexamination during Phase 
_ IV, are indicated as “Phase I.” 

After all the data had been assembled, each case in Phase IV was considered 
individually by the six examiners and, by majority vote, was classified for purposes 
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Fig. 7.—Sample records. Presystolic murmur was noted on one or more records in Cases 


139 (examiner 1), 152 (both stethograms and examiner 5b), and 168 (both stethograms and 
examiners 4 and 5b). Third heart sound or early diastolic murmur appears in Cases 139 (both 
stethograms and examiners 1, and 2), 150 (both stethograms and examiner 5b), 151 (both stetho- 
grams and examiner 1), 152 (both stethograms), 156 (beth stethograms), and 168 (both 


stethograms and examiner 1). 


Note the discre 


of the low-frequency murmurs in Case 152. 


ey 


i 


pancy between stethography and auscultation 


Fig. 8—Sample records. All cases illustrated were finally classified as either organic or 


possible organic heart disease. Note the wide diversity of the patterns drawn by the examiners. 
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of tabulation as functional (F), possibly organic (0?), or organic heart disease 
(0) (Table 2, “Final Diagnosis”). This classification can be considered only as 
indicative of the desirability of further study of the case. 

If sonvelographic records alone had been used for screening the 245 cases, 14 
subjects would have been suspected of heart disease (Table 1). (One case was 
selected from the electrocardiogram.) Of these, 12 were classed as having organic 
or possible organic heart disease in the combined ratings, but three additional sub- 
jects were overlooked on the initial sonvelograms (Cases 20, 108, 124). Nine 
children would have been selected on the basis of the Stethocardiette records alone. 
In all of these the diagnosis was “confirmed” as organic or possibly organic, but 
six were overlooked. The first examiner suspected heart disease in five children, 
the second examiner noted three cases, and the third examiner could not participate 
in the first part of Phase I but selected three of 146 cases examined. A total of 15 
children were finally classed as having organic or possibly organic heart disease. 

Each of the examiners illustrated his impression of the intensity and timing of 
the heart sounds by means of simple diagrams during all phases of the study. Since 
verbal communication concerning sounds verges on the impossible, these sketches 
represent the only means of comparing the auscultatory findings of different 
observers. For this purpose, the complete records of heart sounds from the 18 cases 
in Phase IV are presented. Systolic murmurs were usually drawn immediately after 
the first sound, even when the stethograms indicated maximum intensity in mid- 
systole or late systole. Certain features noted on sonvelograms were commonly 
overlooked on other records: (a) third heart sounds (Fig. 6, Cases 55, 124; Fig. 7, 
Cases 151, 156, 168; (Fig. 8, Cases 215, 217), (b) presystolic sounds (Fig. 6, Case 
55; Fig. 7, Cases 152, 168; Fig. 8, Cases 215, 217), and (c) splitting of heart 
sounds (Fig. 6, Case 55; Fig. 7, Case 156). Third heart sounds and presystolic 
sounds are characteristically low pitched and difficult to hear. 


COMMENT 


Auscultation of the heart involves two steps: (1) the perception of sounds and 
murmurs, and (2) the interpretation or evaluation of their significance. The heart 
sounds are absorbed, attenuated, and distorted in passing from the heart to the 
surface of the chest and through the stethoscope.* The auditory mechanism varies 
in its response to sounds of different frequencies, being particularly insensitive to 
low-frequency sounds of brief duration. Most of the heart sounds are fundamentally 
low-frequency noises of low intensity. Under these conditions, differences in the 
perception of the same sounds by different observers appear unavoidable. For 
example, third heart sounds, which frequently appear as two or three low-frequency 
waves on stethograms, are fairly regularly noted by some observers and rarely 
heard by others even though the intensity may be relatively great. Similarly, 
murmurs may be heard by one examiner and missed by another. Finally, accurate 
timing of murmurs is apparently difficult. The auscultators tended to assign nearly 
all systolic murmurs to the early systolic period. 

Even though no criteria exist for evaluating the significance of sounds which 
cannot be heard, the sensitivity of stethographic equipment need not be limited 
by the threshold of audibility. Thus, the sonvelogram appears superior to ausculta- 
tion with reference to both sensitivity and timing. However, adventitious sounds, 
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which seriously obscure stethographic records, can be recognized and ignored during 
auscultation. When background noise is present, it is necessary to ascertain that any 
particular deflection on stethograms recurs regularly in the same phase of the 
cardiac cycle. 

In selecting cases for reexamination among the school children, specific criteria 
were used in scanning the sonvelograms. However, the auscultators were often 
unable to indicate precisely what characteristics of the heart sounds prompted the 
selection of specific cases, particularly those having only systolic murmurs. Inten- 
sity, transmission, and “quality” of the heart sounds were frequently mentioned, 
but it seemed that the evaluation of heart noises depended largely on past experi- 
ence. To some extent, auscultation apparently involves the same characteristics of 
auditory perception that allow a person to recognize a familiar voice even when 
distorted by a telephone. Thus, both auscultation and stethography have distinct 
advantages, and combined use of the two methods should be superior to one alone. 

The most prominent feature of the present study is the lack of specific criteria 
for heart disease. Only one case (224) in the entire series of school children was 
unanimously considered organic or possible organic heart disease by auscultation 
and stethographic interpretation during Phase IV, but even this case was classified 
as functional during Phase I by one examiner and on the Stethocardiette record. 
Every other case was considered to have either no murmur or a functional murmur 
by one or more observers. After accumulating all available data there remained a 
critical problem of deciding which of the results were correct. The problems implied 
by classifying cases as “possible” organic heart disease can be resolved only by 
extended observation and study. 


CONCLUSIONS 


In a controlled experiment, extreme variability was demonstrated in detecting 
and interpreting heart murmurs, particularly among children without well-developed 
organic heart disease. 

In this particular study, stethographic recordings compared favorably with 
auscultatory examination in selecting cases with possible organic heart disease. 
Five factors contributed to this result. (a) The stethographic records were inter- 
preted very liberally, while the auscultators were very conservative in their evalu- 
ation of the cases. (b) More uniform criteria for selection is possible on objective 
records than is available during auscultation. (c) Timing of murmurs was con- 
siderably more accurate using the stethographic records. (d) Laboratory tests 
during reevaluation contributed data which were not available during the initial 
screening. (e) Of greatest significance was the fact that the cases reexamined 
were known to be a preselected group and were evaluated with less conservatism. 

As judged from these data, heart murmurs having maximum intensity in the 
midsystolic or late systolic periods are much more likely to be associated with other 
signs of organic heart disease than are murmurs which appear solely in early 
systole. 

The diagnosis of organic heart disease is a highly subjective process in the 
absence of fairly well-developed signs and symptoms. 
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Auscultation is probably not as accurate a diagnostic method as it is generally 
considered, except in the hands of those with exceptional auditory acuity and 
extensive training. 

The interpretation of stethograms is difficult in the presence of adventitious 
sounds which can be recognized and ignored during auscultation. It was impossible 
to distinguish third heart sounds and early diastolic murmurs on the sonvelographic 
records. 

During auscultation it is possible to recognize and to interpret familiar sounds 
on the basis of past experience by a process which corresponds to recognizing a 
familiar voice over the telephone. This intangible ability cannot be duplicated by 
stethography. 

Supplementing auscultative findings with objective records of heart sounds in 
many instances is superior to either technique alone. 


The technical assistance of Richard M. Ellis and Priscilla Anderson is acknowledged. 
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CHILDHOOD PNEUMONIA, A COMMON CAUSE OF 
BRONCHOPULMONARY DISEASE 


Importance of Prophylaxis and Adequate Therapy 


WALTER FINKE, M.D. 
ROCHESTER, N. Y. 


1" IS generally believed that childhood pneumonia, once a serious illness, no 
longer presents a major pediatric problem. Indeed, modern therapeutics do 
control the acute phase of this illness in most instances, and immediate complica- 
tions have become rare. However, as the following study will attempt to demon- 
strate, current antibacterial treatment is not likely to prevent bronchopulmonary 
disease, a frequent aftermath of childhood pneumonia. The fact that pneumonia 
not only is an acute self-limited episode but also may be a potentially chronic 
condition calls for more vigorous therapeutic and prophylactic measures than are 
usually held necessary. 

Daily experience indicates that severe respiratory infections still are prevalent 
among children. Certain statistics* even suggest a recent increase in these ill- 
nesses, including pneumonia. Undoubtedly, the number of cases which are reported 
and in which the patients are hospitalized no longer indicates the actual occurrence 
of pneumonia, since the use of sulfonamides and antibiotics obscures the true char- 
acter of the disease in many instances. Recurrences of certain respiratory condi- 
tions in the same child continue to be frequent, even when antibiotics have been 
given previously. Surveys conducted in Rochester, N. Y.,? during the past 3 years 
revealed an even higher incidence of relapsing bronchitis, disabling sore throat, and 
similar illnesses than the 19% found by Downes 10 years ago.* 

_ It is this type of recurrent respiratory sickness that often ushers in suppurative 
‘bronchopulmonary disease.* Its common complication, bronchiectasis, alone is esti- 


From the Chest Clinic, Genesee Hospital. 

Read before the Section on Pediatrics at the 100th Annual Session of the American Medical 
Association, Atlantic City, June 15, 1951. 
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mated to represent about 5% of all diseases in childhood.’ Pneumonia has been 
known to play an important role in the evolution of this condition.* It was thought 
that the history of recently observed children with bronchopulmonary disease might 
disclose to what extent pneumonia combated with antibacterial agents still appears 
as an outstanding etiologic factor. 

Of 176 children with the above syndrome of frequent and prolonged respiratory 
illness, more than half had been affected by pneumonia, or what probably was 
pneumonia (Table 1). In the majority of cases the clinical and roentgenologic 
findings indicated an advanced stage of bronchopulmonary infection. Broncho- 
graphic studies in 18 children revealed definite bronchiectasis in 7 and doubtful 
bronchiectasis in 8. Most of these children had been treated with sulfonamides, 
penicillin, aureomycin, or chloramphenicol (chloromycetin®) when affected by 


TABLE 1.—Significant Features in Histories of 176 Children with Bronchopulmonary 
Disease, Observed 1945-1950 


Family 
History 
of Chronic Respiratory 
Total Age Distribution, Yr. Broneho- Onset of Pneumonia, Episodes, 
No.of -- A ~. pulmonary Disease in Diagnosed Probably 
Cases Under 5 5-9 10-15 Disease Infancy as Such Pneumonia 
176 91 62 23 86.2% 72.4% 43.4% 25.8% 


TasLe 2.—Periods of Hospitalization, Incidence of Residual Pathology, and Subsequent 
Readmissions of 224 Children with Primary Pneumonia 


Clinical 
Evidence Readmission for 
of Residual Respiratory Llness 
Total Periods of Hospitalization, Days Pathology -— —- ~ 
No. of cr A ~ When Outpatient 
Cases 1-7 814 15 or More Discharged Department Hospital 
224 65.5% 19.3% 15.2% 26.8% 22.9% 12.1% 


pneumonia or equally severe respiratory episodes. Obviously, modern therapeutics 
as now given for these illnesses did not prevent the development of chronic disease. 


There are indications that present management of pneumonia does not suf- 
ficiently consider the importance of comiplete cure. Of 224 children consecutively 
hospitalized for primary pneumonia between 1946 and 1950, the majority were 
treated with antibiotics and/or sulfonamides from one to seven days (Table 2). 
At the time of discharge from the hospital, 26.8% of the whole group presented 
clinical signs of incompletely resolved pneumonia. Roentgenographic rechecks in 
48 children revealed residual pathology in about one-half of them. Of the 224 
children, 22.9% returned to the outpatient department within these four years 
because of recurrent and persistent respiratory illnesses. An additional 12.1% 
had to be rehospitalized, the majority for subsequent attacks of pneumonia. Most 
patients again requiring medical care were among those who apparently had not 
recovered completely upon leaving the hospital. 


5. Buckles, M. G.: Surgical Treatment of Bronchiectasis in Children, J. A. M. A. 148:344 
(May 27) 1950. 

6. (a) Footnote 4c, d, e, f, 9, h, andi. (b) Amberson, J. B., Jr.: Significance of Unresolved, 
Organizing or Protracted Pneumonia, J. Michigan M. Soc. 42:599 (Aug.) 1943. 
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It can be assumed that both in private practice and in other institutions a 
similar, unsatisfactory situation prevaiis. Other series of cases have shown that 
with antibiotic therapy the subsidence of fever and of symptoms is not always 
paralleled by complete resolution of the pneumonic process.’ Cases probably 
representing unresolved pneumonia are now rather often observed, especially in 
atypical pneumonia, in which more than casual antibiotic treatment is held unneces- 
sary even when roentgenograms reveal persistent abnormal shadows.’ Therefore 
it is to be feared that the present tendency to shorten antibiotic therapy to as little 
as a single dose *° and to abbreviate convalescence will result in an increasing num- 
ber of children with chronic respiratory disease. 

For effective treatment of pneumonia, especially in children, not only the severity 
of the condition but also the type of pneumonia must be considered. In the past, 
adequate treatment and convalescence were emphasized more than at present, even 
for pneumococcic pneumonia which usually resolves without leaving residua. 
Delayed or incomplete resolution usually indicates nonpneumococcic suppuration 
with bronchial obstruction and atelectasis.*° Therefore far-sighted pediatricians 
have always urged prolonged care and follow-up study of pneumonia patients in 
whom the disease did not resolve promptly." 

As is generally realized, differentiation between the various types of pneumonia 
is now more difficult than it was a decade ago, since even superficial antibacterial 
treatment, given in the beginning of the illness, may alter the whole picture.’ 
Regardless of currrent controversies on classification and etiology, suppurative lung 
infection of primary or secondary character still does account, as it did in the past, 
for a large number of cases diagnosed as pneumonia of one type or another. 


7. Anderson, C. E., Jr.: Treatment of Primary Atypical Pneumonia in Children with 
Aureomycin, Report of 19 cases, Am. J. Dis. Child. 80:533 (Oct.) 1950. Blodgett, W. A.; 
Keating, J. H., Jr., and Coffin, G. J.: Dosage of Aureomycin in Primary Atypical Pneumonia, 
J. A. M. A. 143:878 (July 8) 1950. Recinos, A.; Ross, S.; Olshaker, B., and Twible, E.: 
Chloromycetin in the Treatment of Pneumonia in Infants and Children, New England J. Med. 
241:733 (Nov. 10) 1949. Melcher, G. W., Jr.; Gibson, C. D., Jr.; Rose, H. M., and Kneeland, 
Y., Jr.: Terramycin in the Treatment of Pneumococcal and Primary Atypical Pneumonia, 
J. A. M. A. 143:1303 (Aug. 12) 1950. Randolph. M.: Primary Atypical Pneumonia in Children ; 
Review of 34 cases, Connecticut M. J. 14:19 (Jan.) 1950. 

8. Reimann, H. A.: Modern Management of Pneumonias, GP 2:71 (Oct.) 1950. 

9. Schwentker, F. F.: The Treatment of Pneumonia in Children, J. South Carolina M. A. 
46:69 (March) 1950. Crigler, J. F., Jr.; Lysaught, J. N., and Fisher, E. G.: Treatment of 
Pneumonia in Children with a Single Injection of Repository Penicillin, J. A. M. A. 143:532 
(June 10) 1950. Friderichson, C., and Walther, T.: Treatment of Pneumonias in Children with 
a Single Massive Dose of Sulfathiazole, Ann. paediat. 175:285 (Oct.) 1950. Vollmer, H.; 
Pomerance, H. H., and Brandt, I. K.: Treatment of Pneumonia with a Single Oral Dose of 
a Penicillin-Sulfadiazine-Sulfamerazine Combination, New York J. Med. 50:2993 (Oct. 1) 
1950. 

10. (a) Nelson.4> (b) Leys.4¢ (c) Amberson.*» (d) Benstead, J. G.: The Flora of 100 
Bronchial Secretions, Lancet 1:206 (Feb. 4) 1950. (e) Gleichman, T. K.; Leder, M. M., and 
Zahn, D. W.: Major Etiological Factors Producing Delayed Resolution of Pneumonia, Am. 
J. M. Sc. 218:369 (Oct.) 1949. (f) Rubin, M.: Diseases of the Chest, Philadelphia, W. B. 
Saunders Company, 1947. 

11. Leys.4¢ Raia.4 Biermer, A.: Krankheiten der Bronchien und des Lungen- 
parenchyms, in Handbuch d. spez. Path. u. Therap., Stuttgart, Ferdinand Enke, 1865, Vol. 1. 
Hutinel, V: Les Maladies des enfants, Paris, Asselin et Houzeau, 1909, Vol. 4. 
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Unlike pneumococcic pneumonia, a pyogenic pulmonary infection may require 
several weeks to resolve, even with antibacterial therapy. Newer antibiotics may 
effect more prompt subsidence of acute symptoms than may sulfonamides or aver- 
age doses of penicillin. Apparently, however, none of these agents, if given briefly, 
assures the complete resolution which is a prerequisite for actual cure. In my 
experience, relapses are likely to occur in superficially treated pneumonia, no matter 
which antibiotic is given. Therefore a patient should not be considered fully recov- 
ered merely because fever and symptoms have subsided. All too often the hope: 
for an eventually complete cure without further intervention does not materialize. 
Treatment, or at least prolonged convalescence, should be continued until clinical 
and roentgenologic evidence of residual pathology has disappeared completely. 

A prolonged and conscientious observation of the affected child is essential to- 
prevent and control subsequent relapses and thus avoid new damage to the lungs. 
Bronchopulmonary disease usually develops insidiously and under various dis- 
guises.“* Thus, a complacent attitude which dismisses recurrent symptoms as 
“upper respiratory infection,” “virus infection,” or “allergy to colds,” all too often 
is responsible for future crippling pulmonary disease. Unfortunately, frequent 
reexaminations after an attack of pneumonia have generally not been considered 
essential in children. Chest roentgenograms are taken only rarely, although when 
done they often reveal unsuspected pathology. Leys, Downes,’ and I * have urged 
that follow-up examinations in potentially chronic cases be included in school and 
preschool health programs. 

Complete cure of pneumonia often cannot be accomplished because an apparently 
acute lesion may represent extension of preexisting bronchial disease to the peri- 
bronchial structures. Field “* and other students of bronchiectasis stress the fact 
that persistent cough had been present in many children before pneumonia devel- 
oped. For example, of the 224 children with primary pneumonia mentioned in 
Table 2, 67.9% had been affected by recurrent croup, bronchitis, asthmatic bron- 
chitis, etc., while 12.5% presented a history of previous attacks of pneumonia. 

It is to be expected that any therapy may be less effective in pneumonia which 
occurs as a complication of long-standing disease than in typical pneumonia involv- 
ing a previously healthy lung. Therefore, therapeutic failure of penicillin in atypi- 
cal pneumonia does not exclude the bacterial origin of the disease. In my 
experience penicillin administered parenterally in daily doses of up to 600 mg. 
(1,000,000 units) often eradicates acute symptoms and signs in pneumonia sup- 
posedly of viral origin which did not respond to smaller doses. 

Thus pneumonia which takes an unusual course and responds only poorly to 
treatment should be properly evaluated; if primary or secondary infection is evi- 
dent, or even suspected, vigorous antibiotic therapy should not be delayed. 

Prevention of pneumonia, however, is more rational than the most effective 
therapy and should be undertaken. In this connection it is important to mention 
that the majority of the 224 pneumonia patients had been acutely ill for more than 
one week, and 18% for more than two weeks, prior to their hospitalization. Usually, 
the respiratory condition had been considered insignificant until the severity of the 
illness became obvious. The reluctance to use antibiotics at an early stage of 
respiratory infection was most noticeable when infants were concerned. 

Undoubtedly the incidence of pneumonia in children could be decreased if these 
therapeutics, especially penicillin, were given more boldly than is usually done. 
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Nearly all minor upper respiratory infections may be precursors of more severe 
conditions, especially in persons with previous major respiratory episodes. Therefore, 
the use of antibacterial agents in the treatment of bronchitis and similar ill- 
nesses has been justly advocated as a rational measure for prevention of pneu- 
monia.’* However, superficial and episodic therapy often allows residual infection 
to continue, thus causing early and serious recurrences. In my experience, pro- 
longed treatment with adequate doses accomplishes more lasting results.** Current 
investigations indicate that prophylactic treatment of children who are subject to 
recurrent respiratory infection can ward off serious complications, including pneu- 
monia.** 

Prevention of respiratory ilinesses should, of course, be our ultimate goal. It 
is generally believed that children are most likely to contract these infections from 


TaBLE 3.—Prevalence of Disabling Respiratory Infections Among Children of Two 
Types of Families in a Single Housing Unit 


Occurrence of One or More Attacks 
During 2-Year Period 


No. History No.of No. -— 

of of Pneu- Families of Sore Influenza. 

Fami- monia in Observed Chil- Pneu- Laryngitis, Throat, “Virus In- 
® Type of Family lies Children for2Yr. dren monia Bronchitis Tonsillitis fection” 


Chronie bronchopulmonary disease 


in 1 or more adults................ 6.4% 


22.3% 45 125 17.6% 43.1% 25.6% 


45 106 5.6% 6.6% 


4.9% 


TABLE 4.—Results of Contact Examinations in Families of Sixty Children 
with Bronchopulmonary Disease 


Adult Household Members 
With 


Siblings 


History of 
Index Cases With Pneumonia With 
— Bron- ,  OorEpidemie Chronic With 
Age Distribution, Yr. With vhopul- Influenza Broncho- Proved 
toryof Tctal Historyof monary Total (World Broneil- 
Under 2 2b 5-15 Total \ No. Pneumonia Disease No. War I) ectasis 
26 19 16 60 68.2% 2 49.5% 31 148 89.0% af u 


persons outside their homes, especially in school. Except for the hazard of occa- 
sional colds, pneumonia, or other acute infections within the family, young children 
are held to be more protected in infancy than later on.’** However, certain facts 
contradict this view. Children who experience recurrent tonsillitis, laryngitis, 
tracheobronchitis, and eventually pneumonia, usually show this tendency from early 
childhood on and not only after entering school. Consequently, the onset of chronic 
respiratory disease, including bronchiectasis, often can be traced to infancy. 


12. (a) Paterson, M.: Diseases of Children, London, Edward Arnold & Co., 1948, Vol. 1. 
(b) Adams, J. M.: Common Respiratory Tract Infections, in Yearbook of Pediatrics, Chicago, 
Year Book Publishers, Inc., 1950. (c) Kirby, W. M. N.: Recent Trends in Antibiotic Therapy, 
J. A. M. A. 144:233 (Sept. 16) 1950. (d) Fisher, A. W.: The Present Status of Sulfonamide 
Therapy in Pediatrics, New York J. Med. 51:225 (Jan. 15) 1951. 

13. Finke, W.: Reversibility of Early Bronchiectasis: Its Implications for Therapy and 
Prevention, New York J. Med. 51:1163 (May 1) 1951. 


14. To be published. 


3 
No chronie bronchopulmonary dis- ‘ ae 


760 A. M. A. AMERICAN JOURNAL OF DISEASES OF CHILDREN 


In the majority of the 176 children affected by bronchopulmonary disease, the 
condition had its onset before the age of 2 (Table 1). This “susceptibility” to 
respiratory sickness in young children, unexplainable as it appears to some observers, 
strongly suggests that intrafamilial contacts, rather than extrafamilial sources of 
infection, are the cause of children’s respiratory sickness. Moreover, Leys’s “ and 
Downes’s * observations indicate that it is familial chronic respiratory disease, rather 
than an occasional episode, that accounts for the child’s ailment. 

In Tables 1, 3, and 4 the results of additional pertinent investigations are sum- 
marized. They, too, suggest that bronchopulmonary disease exhibits a familial 
incidence. It can safely be assumed that this feature is due chiefly to infection of 
children by relatives with chronic bronchitis, chronic asthma, chronic sinusitis, and 
similar conditions.** 

Thus it appears that the respiratory health of a person depends chiefly on free- 
dom or protection from chronic respiratory disease in his own family during his 
early childhood. By detecting such contacts, mitigating their communicability, and 
giving particular attention to exposed children, respiratory disease, including pneu- 
monia, may well cease to be a major pediatric problem. 


SUMMARY 


Present treatment of childhood pneumonia does not always take into considera- 
tion its potentiall? chronic character. Prolonged antibiotic therapy and follow-up 
study, rather than a short period of treatment, promise eradication of residual 
pathology which otherwise may lead to chronic bronchopulmonary disease. 

Since an apparently acute pneumonic lesion often actually represents an exacer- 
bation of preexisting bronchial disease, prevention of pneumonia itself seems even 


more rational. This may be accomplished by early and effective treatment of 
respiratory infections that pave the way for pneumonia. 

From a public health point of view, prophylaxis in this field should be directed 
toward protection of young children from familial contacts with common acute or 
chronic respiratory diseases. ; 


333 Park Ave. (7). 


The cooperation of the Rochester Health Bureau, Dr. A. Kaiser, Director, ir. conducting the 
field investigations related to this study, is acknowledged. 


ABSTRACT OF DISCUSSION 


Dr. Camitte D. Caytey, New York: Before antibiotics and chemotherapeutics were used, 
30 to 50% was the pneumonia death rate in children under 3 years old. The figure is less than 
1% now. 

Dr. Eugene McEnery, of the Children’s Memorial Hospital in Chicago, quoted new statistics 
a week ago, at the meeting of the American College of Chest Physicians. He said that in 1950, 
one-third as many patients with pneumonia were treated in his hospital as 12 years ago. All of 
us pediatricians have had the same experience in our hospitals and in our private practices. It 
is obvious that antibiotic therapy in the prepneumonia state is responsible for this happy state 
of affairs. In big cities the patients’ parents themselves demand antibiotic therapy in severe 
colds before pneumonia develops. 

Dr. McEnery quotes even more dramatic figures concerning the complications of pneumonias. 
In 1938, seventy-six empyemas occurred in the Children’s Memorial Hospital. In 1950 only one 


15. Leys.*¢ Finke. Field.4# Paterson.!2@ Finke, W.: Prevention of Chronic Pulmonary 
Disease Following Epidemic Respiratory Infection, Am. Pract. 2:457 (March) 1948. 
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occurred. In 1938 twenty patients with bronchiectasis were hospitalized; in 1950 there were 
only three. Unresolved pneumonia is becoming a myth. Only 3 cases were seen in 1950, against 
over 20 in 1938. 

My experience in New York is very similar to Dr. McEnery’s in Chicago. However, I 
believe that nose and throat cultures should be done before the first dose of antibiotic is 
administered, in order to select the most effective drug. At Temple University, Philadelphia, 
they use the simple “paper disc sensitivity group test” which was described at this meeting 
by Dr. Spaulding. In severe cases we do bacteriological studies and apply combination therapy 
until the results of our bacteriological findings are available. After this we stop the use of 
one or two of the drugs, retaining the one which is most bactericidal for the pathogen involved. 

In pneumonia we never treated for two to three days only, guided by temperature and 
symptoms alone. The termination of therapy is decided when, besides the signs, symptoms, and 
temperature, the chest roentgenogram, blood count, and sedimentation rate also become normal. 
This usually occurs three to seven days after defervescence. There are pediatricians who stop 
treatment before the chest roentgenogram becomes normal, but even they treat about seven days 
after defervescence. I do not think a well-treated pneumonia patient needs more than 10 to 14 
days of convalescence after discharge from the hospital. Maybe virus pneumonias respond a bit 
more slowly. 

A special follow-up clinic for well-treated pneumonia patients with normal chest roent- 
genograms, normal blood counts, and normal erythrocyte sedimentation rates, without signs 
and symptoms upon discharge, would be an unnecessary luxury. I think it is more profitable to 
teach the parents two facts: (1) that elevation of temperature means disease which a doctor 
should handle, and (2) that a cough or other signs of respiratory infection, with or without 
elevated temperature, lasting longer than 7 to 10 days, require medical investigation. Fortu- 
nately, parents in New York are sufficiently health conscious to have their children examined 
when the first symptoms of disease occur; therefore, early treatment of pneumonia is not a prob- 
lem to us. 

Asthmatic bronchitis is not very rare; however it is usually intermittent, and therefore it 
rarely causes chronic bronchopulmonary disease. 

Dr. Finke defines bronchopulmonary disease as “chronic infection of the lower respiratory 
tract.” I find this quite rare in children, in contrast to chronic upper respiratory disease which, 
in the climate of New York, is very common and hard to cure. 

Dr. Finke said that among his 176 children with chronic bronchitis, bronchiectasis, and 
asthmatic bronchitis 78, or 44%, had a history of pneumonia, the majority being treated with 
chemotherapy and antibiotics. He concludes from this that in many other children treated for 
pneumonia by current methods an unfavorable outcome must be expected. I disagree with his 
prognostication on two scores. 1. According to statistical expectations, about 60 of the 176 
patients would have died of pneumonia if not treated by modern drugs. 2. That 80% of the 
224 pneumonia patients studied had had previous attacks of pneumonia or some other recurrent 
respiratory disease means to me that their present pneumonitis was just an episode in preexisting 
chronic bronchopulmonary disease. We all know, for instance, that asthmatic children are prone 
to have recurrent minor pneumonias. Still, the pneumonia is not responsible for the asthma, 
but the allergy predisposes these children to both. 

If at the time of discharge 26% of Dr. Finke’s 224 pneumonia patients presented clinical 
signs of incompletely resolved pneumonia and 44% had abnormal chest roentgenograms, I 
certainiy agree with him that the method of treatment was improper, either as to the selection 
of the drug for the particular pathogen causing the pneumonia or as to the length of treatment. 
I think this mode of treatment, and not the short convalescence, is responsible for the 12% 
recurrence. In practically all diseases of adults, the early ambulation proved beneficial. I do 
not see why short convalescence for properly treated children who recovered completely from 
pneumonia would be harmful. We know that the regenerative ability of children is greater 
than that of adults. 

I also agree with Dr. Finke that virus pneumonia probably is not more common now than 
before. However, it is better differentiated these days from bacterial pneumonias for the 
following reasons: 1. We are in the habit of doing more bacteriological studies. 2. We are in 
a position to use the negative therapeutic test with the sulfonamides and with penicillin to 
segregate virus pneumonias from other types. 
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With modern treatment, it is rare, aside from Staphylococcus pneumonia in cystic fibrosis of 
the pancreas, for even virus pneumonia to last longer than two weeks. Usually the fever and 
toxic symptoms disappear in two to three days and all the other roentgenologic and laboratory 
evidence of pneumonia after the first week. 

In conclusion, I wish to make the following statements. 1. I agree with Dr. Finke that 
pneumonia in children should be treated by well-chosen modern drugs, on the basis of knowledge 
of the etiological factor. 2. Treatment should be intensive and should last a few days after 
all clinical, laboratory, and roentgenologic evidence of the disease has disappeared. 3. I would 
not recommend, in health or because of exposure, prophylactic antibiotic therapy to prevent 
chronic bronchopulmonary disease. We have ample time to treat pneumonia properly and suc- 
cessfully when it occurs. 4. According to most pediatricians, since the chemotherapeutic and 
antibiotic era, chronic bronchopulmonary disease is declining among children. 5. Prolonged 
convalescent care and special follow-up clinics for well-treated pneumonia patients are not essen- 
tial, to my mind, provided parents are alerted for signs of recurrence and for signs of chronic 
respiratory disease. 
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TREATMENT OF HEMOPHILUS INFLUENZAE MENINGITIS 
Comparison of Aureomycin Alone Versus Aureomycin, Streptomycin, and Gantrisin® 
MARK H. LEPPER, M.D. 


PAUL F. WEHRLE, M.D. 
AND 

NORMAN BLATT, M.D. 

CHICAGO 


ITH THE advent of each new antibiotic it is necessary to evaluate its useful- 
° ness in the treatment of those diseases which have not responded in an 
entirely satisfactory manner to previous methods of therapy. One such disease 
is meningitis caused by the bacillus Hemophilus influenzae. This disease, which was 
, successfully combated by a combination of antibacterial serum and sulfonamides in 
about half the patients treated, was found to respond much better to streptomycin, 
usually in combination with serum and sulfonamides.’ However, since several 
studies involving small numbers of patients had indicated that some patients would 
recover when treated with aureomycin used alone,’ it seemed important to us to 
determine whether the use of aureomycin alone would be optimal therapy or whether 
supplemental use of some other therapeutic, agents would give better results. Since 
sulfonamides and streptomycin were the drugs which had been shown previously 


From the Municipal Contagious Disease Hospital and the Department of Preventive 
Medicine, University of Illinois College of Medicine. 
1. Applebaum, E., and Nelson, J.: Streptomycin in the Treatment of Influenzal Meningitis, 
J. A. M. A. 248:715 (June 24) 1950. MeMorrow, K. J., and Top, F. H.: Treatment of Hemo- 
philus Influenzae B Meningitis: Report of 67 Cases, Pediatrics 5:452 (March) 1950. Ounsted, : 
C.: Haemophilus Influenzae Meningitis Treated with Streptomycin, Lancet 2:639 (Oct. 8) 1949. 
Crook, W. B., and Clanton, B. R.: Hemophilus Influenzae Meningitis, Observations on Treat- 
ment of 110 Cases, Pediatrics 4:643 (Nov.) 1949. Smythe, P. M.: Haemophilus Influenzae 
Meningitis Treated with Streptomycin, Lancet 2:485 (Sept. 25) 1948. Hoyne, A. L., and Brown, 
R. H.: Intrathecal Therapy not Required for Haemophilus Influenzae Meningitis, J. A. M. A. 
136:597 (Feb. 28) 1948. Gottlieb, B., and Forsythe, C.: Haemophilus Influenzae Meningitis 
in Infants Treated with Penicillin and Sulphonamides, Lancet 252:164 (Aug. 2) 1947. Birming- 
ham, J. R., and Kaye, R.: Streptomycin in the Treatment of Influenzal Meningitis, J. Pediat. 
29:1 (July) 1946. Nussbaum, S.: Influenzal Meningitis: Report of 3 Cases Treated with 
Streptomycin and Sulfadiazine, ibid. 29:14 (July) 1946. Yampolsky, J., and Jones, J. P.: 
Treatment of Influenzal Meningitis with Streptomycin and Sulfadiazine, J. M. A. Georgia 
37:379 (Oct.) 1948. Scherling, S. S., and Platou, E. S.: Acute Bacterial Meningitis, Lancet 
69:181 (May) 1949. Alexandria, H. E., and Leidy, G.: The Present Status of Treatment for 
Influenzal Meningitis, Am. J. Med. 2:457 (Nov.) 1947. 
2. Drake, M. E., and others: Aureomycin in the Treatment of Influenzal Meningitis, 
J. A. M. A. 142:463 (Feb. 18) 1950. Bean, E. D., and Ross, S.: Haemophilus Influenzae 
Meningitis Treated with Aureomycin and Sulfadiazine, Clin. Proc. Child. Hosp. 6:1 (Dec.) 1949. 
Chandler, C., and Hodes, H. L.: Aureomycin in the Treatment of Experimental and Clinical 
Infections with Haemophilus Influenzae, Am. J. Dis. Child. 79:1132 (June) 1950. Long, P.: 
The Current Use of Antibiotics for the Control of Infections, Ann. Dent. 8:101 (Dec.) 1949. 
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to have the most beneficial effect, it was decided to treat alternate patients with 
aureomycin alone and with aureomycin plus streptomycin and sulfonamides. The 
result of this study is reported in this paper. 


METHOD OF STUDY 


Eighteen patients with bacteriologically proved meningitis due to H. influenzae had treat- 
ment initiated with aureomycin # alone (hereafter referred to as the “aureomycin group”). For 
the first four patients the starting dose schedule was 25 mg. per kilogram for each 24-hour period, 
intravenously, but since this did not seem to give adequate results, the next 14 patients were 
given 50 mg. per kilogram intravenously during each 24-hour period. After one or two days of 
intravenous therapy, 12.5 mg. per kilogram was given by mouth at six-hour intervals. After 
24 hours of combined oral and intravenous therapy, intravenous administration was stopped, 
and the patients continued with oral medication. 

Fourteen patients (referred to hereafter as the “combination group”) received similar doses 
of aureomycin (three according to the low-dose schedule and the remainder according to the 
high-dose schedule), in addition to streptomycin, 12.5 mg. per kilogram at six four-hour intervals, 
intramuscularly, and gantrisin® (a sulfonamide compound), 0.1 gm. per pound (0.2 gm. per 
kilogram) for each 24-hour period, intramuscularly in divided doses, following an initial dose of 
0.05 gm. per pound (0.1 gm. per kilogram). As soon as practical, the gantrisin® was administered 
orally. After five days of therapy the streptomycin dose was decreased to 25 mg. per kilogram 
for each 24-hour period and was generally stopped by the 10th day of therapy. The above 
schedules were adhered to except for certain minor deviations, depending on the hour of admission 
of the patient, difficulties with drug administration, etc. 

Because of the inadvisability of withholding therapy which may be beneficial from patients 
who are seriously ill, four of the patients in the aureomycin group who were not doing as well 
as expected were treated with other drugs late in the course of treatment. Three of these 

_ patients were receiving the low dose of aureomycin. Two of them were treated with strepto- 
mycin and gantrisin,® and one was treated with penicillin as the supplemental drug. One patient 
receiving the large dose of aureomycin was treated with streptomycin and gantrisin,® starting on 
the fourth hospital day. The symptomatic treatment of the two groups was essentially the same. 

Whenever possible, a lumbar puncture was done on the second or third day of therapy so that 
a comparison of the laboratory findings could be made in the two groups. The procedure was 
repeated at weekly intervals until the cerebrospinal fluid white blood cell count was below 
30 cells per cubic millimeter. 

In infants whose fontanelles were not closed, any delays in response to therapy, particularly 
if associated with convulsions or focal neurologic signs or signs of intracranial hypertension, 
were investigated by subdural punctures. In older children, however, even though an occasional 
defervescence occurred by very slow lysis, there was no instance of neurologic findings of 
sufficient importance to warrant surgical procedure to determine the presence or absence of 
subdural fluid. 


RESULTS 


As can be seen from Table 1, the two groups were comparable with respect to 
age distribution, cerebrospinal fluid white blood cell count and dextrose content, 
and duration of disease before therapy was begun. While there was no demon- 
strably significant effect of any of these or other factors on the outcome, the table 
does show that the two groups are relatively unweighted. 

In tabulating the results of treatment, the patients who received the smaller dose 
of aureomycin (25 mg. per kilogram per 24 hours) intravenously are included, since 
there was a similar proportion of such patients in each group. In none of the three 
patients in the multiple-drug group who received the lower dose was there pro- 


3, The aureomycin used in this study was furnished by Lecerle Laboratories of the American 
Cyanamid Company. 
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longed fever, pleocytosis spinalis, or intracranial complications. On the other hand, 
three of the four patients receiving aureomycin alone in doses of 25 mg. per kilo- 
gram every 24 hours were given streptomycin and gantrisin® or penicillin between 
the third and fifth day of treatment. It would appear that this dose of aureomycin 
is too small to be of maximum efficiency. On two occasions the cerebrospinal fluid 
was shown not to contain demonstrable amounts of aureomycin after three days of 
therapy with this low dose. 

Examinations of cerebrospinal fluid were done on all but two patients on the 
second or third hospital day. In these fluids H. influenzae was demonstrated by 
smear on two occasions, by culture on one and by both methods on another. One 
of the patients with a positive smear and negative culture received aureomycin 
alone. The other three patients were in the combination group. One patient treated 


TABLE 1.—Age Distribution, Cerebrospinal Fluid, and Duration of Disease Before Treatment 
in Patients Treated with Aureomycin Alone and in Those Treated with 
Aureomycin, Streptomycin, and Gantrisin® 


Aureomycin Group 
No. %of Total No. %of Total 


Combination Group 


Age group, mo. 


Dextrose, mg./100 ce. 


with the low dose of aureomycin alone had negative cultures at the time the initial 
fluid was taken and on the second day but positive cultures on the fifth day. When 
penicillin was added to the therapeutic regimen, the patient recovered. Quantitative 
dextrose determinations were also done on these fluids, and in only one was it found 
to have remained below 50 mg. per 100 cc. This patient was receiving combination 
therapy. 

As can be seen in Table 2, the fever was of shorter duration and the white blood 
cell count in the cerebrospinal fluid fell more rapidly when aureomycin was admin- 
istered alone. . 

In making a statistical comparison it was necessary to omit from the figures 
the patients who received other antibiotics later in their course. To compensate for 
the removal of these figures, which were near the mean, the four poorest results 
were omitted from the combination group when the mean was computed. This 
actually weights the results somewhat in favor of the combination group, but, in 
spite of this, the mean for the duration of fever in the aureomycin group was 3.7 
days and in the combination groups, 7.3 days. That this difference is significant is 


= 
3 17 1 7 
3 17 5 35 ae 
5 28 4 29 
5 28 4 29 ae 
Cerebrospinal fluid 
White blood cells, no. Paes: 
0 to 1,000 6 34 4 29 | ee 
7 39 6 42 
5 27 4 29 
20 to (9 66 10 72 
Duration of disease before therapy, days i ue ai 
Under 3 56 11 79 
6 33 2 4 
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shown by a ¢ value of 3.8. Similarly the duration of a white blood cell count over 
30 cu. mm. in the cerebrospinal fluid was 18.0 days in the “corrected” aureomycin 
group and 23.5 in the “corrected” combination group. The value for ¢ was 2.8, 
which is of borderline significance. 

In the entire group of patients there were two in whom subdural effusions 
developed. In both, the condition was relieved by repeated aspirations. One of these 
occurred in each group. In each group there was also one patient in whom a 
hemiplegia developed which has persisted. In addition, in one patient in the com- 
bination group a subdural effusion developed, as well as a spinal block, and the 
patient has, apparently, a permanently paralyzed lower extremity from spinal-cord 
damage. Two relapses occurred, one in each group, about one week after therapy 


TasiEe 2.—Duration of Fever and Pleocytosis Spinalis in Patients Treated with 
Aureomycin and in Those Treated with Aureomycin, Streptomycin, 
and Gantrisin ® 


Aureomycin Group Combination Group 
“No. %of Total No. %of Total 


Duration of fever above 100 F. rectally, days 


8 44 0 0 

6* 33 4§ 28 

v7 3§ 22 

1 6 78 50 

1 6 0 0 

9 5O 28 14 

5t 28 48 29 

Complications 

Subdural effusion with spinal block..............- “ 1 
Hemiplegia with negative subdural puncture...... 1 1 


* One patient was treated with streptomycin and gantrisin® when response to aureomycin (50 mg. per 
kilogram per 24 hours) was delayed. © patients were treated with streptomycin and gantrisin® when 
response to aureomycin (25 mg. per kilogram per 24 hours) was delayed. 

t One patient was treated with streptomycin and gantrisin® when response to aureomycin (50 mg. per 
kilogram per 24 hours) was delayed. One received aureomycin in doses of 25 mg. per kilogram per 24 hours. 

+ One patient was treated with streptomycin and gantrisin® when response to aureomycin (50 mg. per 
kilogram per 24 hours) was delayed. One was treated with penicillin and two with streptomycin and gantrisin® 
when response to aureomycin (25 mg. per kilogram per 24 hours) was delayed. 

$ One patient received aureomycin in doses of 5 mg. per kilogram per 24 hours. 

§ One patient was treated with streptomycin and gantrisin® when response to aureomycin (50 mg. per 
kilogram per 24 hours) was delayed. 


was discontinued. In each of these there was a return of low-grade fever and a 
transitory increase in white blood cell count in the cerebrospinal fluid. Both 
responded well to further treatment. In neither was a positive culture obtained. 


During the time this series was being collected two additional patients with H. 
influenzae meningitis were treated. For one, a 38-year-old woman who revealed 
no organism upon the initial smear, penicillin treatment was started in a dosage of 
1,000,000 units every two hours, intramuscularly. By the time the culture was 
reported to be positive for H. influenzae, she was doing so well that therapy was 
completed with penicillin only. The second, a 2-year-old boy, was admitted in a 
moribund state with signs and cerebrospinal-fluid findings suggestive of encephalitis. 
He was treated empirically with aureomycin (25 mg. per kilogram every 24 hours 
intravenously), penicillin (1,000,000 units every two hours intramuscularly), and 
gantrisin® (2 gm. intravenously immediately plus 0.5 gm. every four hours). After 
his death, which occurred a few hours after admission, a blood culture revealed 
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H. influenzae. Cerebrospinal-fluid culture was negative. His death is the only 
one among the 34 patients treated, a fatality rate of 3%. 

In evaluating the effect of penicillin on this type of infection, one patient in the 
aureomycin group should be considered. This 2-year-old patient was found to have 
meningitis of unknown origin. Because of the patient’s age and the course of the 
disease, it was believed that she had an H. influenzae infection. She was accordingly 
treated with aureomycin, 25 mg. per kilogram every 24 hours intravenously. 
Because she was not doing well on the fifth day, and because there was a possibility 
that the etiologic agent might be a pneumococcus, 1,000,000 units of penicillin was 
administered every two hours. The cerebrospinal-fluid culture, which was negative 
on the initial and second day follow-up puncture, was positive on the one obtained 
just before penicillin therapy was begun. This specimen of cerebrospinal fluid 
showed no aureomycin activity when tested in vitro. The response to penicillin was 
prompt, and the patient recovered without further difficulty. 


COMMENT 


From the results obtained in this study, four points seem to be of considerable 
importance. First, when given in sufficient dose, aureomycin alone seems to give 
equally good or better results than aureomycin supplemented with streptomycin 
and gantrisin.® Second, when aureomycin is used alone, the dose should be at least 
50 mg. per kilogram every 24 hours and early treatment should be by the intra- 
venous route. Third, with the use of aureomycin, deaths from influenza bacillus 
meningitis should be uncommon, but there is still room for improvement in results 
as far as morbidity and permanent nervous-system damage is concerned. Fourth, 
penicillin when given in sufficient dose may be effective in some patients with H. 
influenzae meningitis. 

Because it was deemed necessary to add other drugs to the treatment regimen 
in several instances, this does not constitute a rigidly controlled series. Whenever 
one is dealing with a potentially fatal disease it is practically impossible to withhold 
therapy which may be beneficial. In retrospect, it is apparent that there were more 
patients in the combination group who responded poorly to treatment than in the 
aureomycin group, but, since there was nothing else to add, no change in treatment 
was made. Moreover, even if the patients in the combination group whose course 
was the most unsatisfactory are omitted in order to counterbalance the patients in 
the aureomycin group who were given other therapeutic agents because they did 
not respond promptly to aureomycin, a comparison of the remaining patients in 
the groups reveals that aureomycin alone is somewhat superior to aureomycin 
combined with streptomycin and gantrisin,® when rapidity of recovery and incidence 
of complications are considered. It would seem perfectly safe to use aureomycin 
alone in treating any patient with H. influenzae meningitis. If, for some reason, 
response is not satisfactory after 24 to 48 hours, the other drugs can still be added, 
although it would appear that they would not contribute anything to recovery. 

Three of four patients who received other antibiotics because they had responded 
poorly with aureomycin alone had received only 25 mg. per kilogram of aureomycin 
per 24-hour period. In several of the patients who were given additional thera- 
peutic agents later in the course, cerebrospinal-fluid assay failed to reveal aureo- 
mycin activity after several days of treatment and before therapy was changed. 
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When a dose of 50 mg. per kilogram per 24 hours was used the results were more 
satisfactory, and this would appear to be the optimal therapeutic regimen when the 
intravenous route is used. It has been our experience that early high concentrations 
of antibacterial agents are most important in treatment of any type of meningitis. 
For this reason, intravenous administration is most important in order to obtain 
promptly a high serum concentration and penetration into the cerebrospinal fluid. 
Experience with several patients treated exclusively by the oral route has indicated 
that it is a less desirable method. 

The principal problems in the treatment of influenza bacillus meningitis are not 
only whether the patient survives or not but also how sound a person results. As 
seen in this series, there are a moderate number of patients who have permanent 
neurologic sequelae. Our therapeutic goal should be to find a method of minimizing 
these complications. Certainly, early diagnosis of the illness and adequate treat- 
ment seem most important in this regard. Moreover, prompt recognition of collec- 
tions of fluid in the subdural space and their drainage may help decrease permanent 
damage. In addition, each new antibiotic or agent which shows promise should be 
tried and compared with the existing drugs. 

That penicillin in large doses should be effective in the treatment of H. influ- 
enzae meningitis might be predicted from the in vitro sensitivity of the organism. 
We do not feel that it is the drug of choice or likely to become so, but it is reassur- 
ing to know that in large doses it may be effective. The masking effect of smaller 
doses of penicillin upon the course of the disease is also of clinical importance. 


SUMMARY 

Eighteen patients with meningitis due to Hemophilus influenzae have been 
treated with aureomycin alone and 14 with a combination of aureomycin, strepto- 
mycin, and gantrisin® (a sulfonamide compound). None of these patients died. 

When aureomycin was used in doses of 50 mg. per kilogram every 24 hours 
intravenously, results were as good, as far as duration of fever, pleocytosis spinalis, 
and complications are concerned, as when the combination was used. 

In two patients penicillin in doses of 1,000,000 units intramuscularly every two 
hours was used with success. One patient, not in these series, who had the encepha- 
litic form of the disease, died in spite of trcatment with aureomycin, penicillin, and 
gantrisin.® 

Three patients with subdural effusions were successfully treated by repeated 
aspiration. 

It is concluded that aureomycin used alone is a successful form of therapy in 
meningitis due to H. influenzae and that no additional advantage is gained by using 
streptomycin and gantrisin® in addition. 

808 S. Wood St. (12). 
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Case Reports 


ANOMALOUS ORIGIN OF LEFT CORONARY ARTERY 


D. P. R. KEIZER, M.D. 


HILVERSUM, NETHERLANDS 
AND 


R. R. ROCHAT, M.D. 
BUSSUM, NETHERLANDS 


NOMALOUS origin of the coronary arteries is a congenital anomaly which 
is found relatively infrequently.'_ Only four cases were noted among 6,800 
autopsies at the Massachusetts General Hospital (Bland, White, Garland), while 
Abbott * found the condition in 10 of 1,000 patients with congenital heart disease. 
Soloff * (1942) reviewed the cases of anomalous origin in the medical literature 
and added 1 case to the 16 that he found in which the left coronary artery orig- 
inated from the pulmonary artery. He found two cases in which the right coronary 
artery originated from the pulmonary artery, and two other cases in which both 
coronary arteries arose from the pulmonary arteries. Other types of anomalous 
coronary vessels are very rare, such as both coronary vessels arising from the aorta, 
the accessory coronary vessels arising from elsewhere, and only one coronary 
artery supplying branches of both the left and the right ventricles. 

Besides the pathological and embryological interest of these cases, -it is impor- 
tant for general practitioners to know that the diagnosis can be made during life, 
and therefore there is a greater possibility that patients can be treated successfully. 
We found one case mentioned by Eidlow and Mackenzie * in which the diagnosis 
had been made during life; therefore, our case seems to be important. 


REPORT OF A CASE 


G. S. was the second child of healthy parents whose first child showed no abnormalities. 
The pregnancy was normal during the first months; afterwards blood pressure rose and was 
treated by means of low-salt diet. The mother did not have any infectious disease during the 
first months of pregnancy and never had a miscarriage. 


1. Taussig, H. B.: Congenital Malformations of the Heart, London, Commonwealth Fund, 
1947, p. 320. Linck, K.: Aneurysmatische Erweiterung der linken Herzkammer infolge 
Ursprungs der linken Kranzschlagader aus der Pulmonalis bei einem 8 Monate alten Madchen, 
Virchow’s Arch. path. Anat. 297:113-118, 1936. Lyon, R. A.; Johansmann, R. J., and Dodd, K.: 
Anomalous Origin of the Left Coronary Artery, Am. J. Dis. Child 72:675-690 (Dec.) 1946. 
Dietrich, W.: Ursprung der vorderen Kranzarterie aus der Lungenschlagader mit ungewoéhn- 
lichen Veranderungen des Herzmuskels und der Gefasswande, Virchow’s Arch. path. Anat. 
303 : 436-456, 1939. 

2. Abbott, M. E.: Congenital Heart Disease, in Nelson’s Loose Leaf Living Medicine, 
New York, Thomas Nelson & Sons, 1931, Vol. 4, p. 207. 

3. Soloff, L. A.: Anomalous Coronary Arteries Arising from Pulmonary Artery: Report 
of a Case in Which Left Common Artery Arose from Pulmonary Artery, Am. Heart J. 24:118- 
127 (July) 1942. 

4. Eidlow, S., and Mackenzie, E. R.: Anomalous Origin of Left Coronary Artery from 
Pulmonary Artery: Report of Case Diagnosed Clinically and Confirmed by Necropsy, Am. 
Heart J. 32:243-249 (Aug.) 1946. 
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Parturition was absolutely normal, and the boy, with birth weight of 3,250 gm., cried lustily 
and never presented cyanosis. The mother tried to nurse him, but she found him short of breath 
before feedings and more so after feedings. According to her, the child avoided drinking as 
much as he could because of shortness of breath. When the baby did not thrive normally, the 
mother started feeding him cow's milk mixtures, protein milk, and lactic acid milk, all without 
success. Increase in weight was decidedly insufficient, principally because of insufficient feedings. 
The mother, an intelligent woman, told us that she did not believe that real anorexia existed 
but, rather, thought that the child could take only small meals because of dyspnea and attacks 
of pain and discomfort. 

We saw the baby in consultation at the age of 4 months when he had a body weight of 5,000 
gm. He was dyspneic even at rest; the respiratory rate was 60 to 80 a minute, without cyanosis. 
The finger and toe tips were normal. When the baby was fed the respirations were faster, after 
a few minutes he was screaming with discomfort, the complexion was pale, and beads of 
perspiration appeared on the forehead. The pulse was fast and almost imperceptible; the condi- 


Fig. 1.—Impression of low-lying diaphragm confirmed on roentgenogram by presence of 
emphysema and enormous enlargement of the heart shadow. 


tion was like that of a child on the point of collapse. After 10 or more minutes the complexion 
lost its paleness, and the child seemed more comfortable. 

The chest presented a real cardiac voussure, and on percussion we found distinct enlargement 
of the heart to the left, with normal though weak heart sounds. The apex was more than 1.5 
cm. outside the left nipple line. The diaphragm was low on both sides. The abdomen lacked the 
normal prominence; the liver was not enlarged, nor was the spleen. Edema was not present 
in the legs. 

A roentgenogram of the chest confirmed the impression of low-lying diaphragm by showing 
the presence of emphysema and an enormous enlargement of the heart shadow (Fig. 1), espe- 
cially of the left ventricle. The vessel trunk seemed rather small, but when the patient was 
turned the size remained the same. 

The electrocardiographic findings (Fig. 2) were as follows: in lead I, a negative T wave 
and a notch in the QRS complex ; in lead II, a notch in the QRS complex and a slight indication 
of alternans of the heart; in lead III, a positive T wave and an M formed on the QRS complex 
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with low voltage. Electrocardiographic study repeated some days before death showed the T 
wave to be negative in leads I, II, and III. 
The results of a blood study were as follows: a negative Wassermann reaction, 11.8 gm. of 
hemoglobin, 3,720,000 red blood cells, and 8,800 white blood cells, with 1% eosinophiles, 2% 
basophiles, 3% stab forms, 32% polymorphonuclear leucocytes, 59% lymphocytes, and 3% 
monocytes. 
A diagnosis of congenital heart disease was made, and on the basis of the history, i. e., 
dyspnea without cyanosis or drumstick fingers and toes, attacks of pain during and after meals, 
the fact that he began life as a normal infant, and megalocardia with typical electrocardio- 
graphic findings, we diagnosed the condition as anomalous left coronary artery arising from the 
pulmonary artery. 
We tried to feed the baby concentrated meals and put him into an oxygen tent. The attacks 
of pain could be managed only by means of morphine. At the end of 10 days the child collapsed 
after being fed and died. Permission for partial autopsy was given. 
Postmortem Examination—When the chest was opened, the lungs were found to be atelec- 
tatic in the upper parts and emphysematous in the lower lobes. In the pleural cavities 10 cc. of = 
straw-yellow fluid was present. In the pericardial cavity there was the same quantity of fluid. 


Fig. 2.—Electrocardiographic results; above, early in study; below, a few days before death. 


The pericardium was glistening. The heart was very much enlarged, being four times as big as 
the baby’s fist, and it was especially enlarged to the left. The apex was formed by the left 
ventricle, and near the apex at the front side of the left ventricle we saw a dimpling of the 
surface caused by thinning of the muscular wall. 

One of us (R. R. R.) made a study of the heart structure, and made the following observa- 
tions. The heart was very large, weighing 120 gm. instead of the normal 30 gm. The enlarge- 
ment was mainly of the left ventricle which formed the apex. The whole surface of the heart 
glistened. Near the apex there was a distinct dimpling, about the size of a Dutch florin (about 
2.5 cm.) purple-colored, and somewhat atrophic. The aorta and the pulmonary arteries and their 
branches were completely normal in place, development, and course. The ductus arteriosus was 
obliterated (Fig. 3). 

The left ventricle was extremely enlarged, and the interventricular septum had been pushed 
to the right, with the result that it was bulging into the right ventricle. When a section was 
made perpendicularly on the long axis of the right ventricle, a sickle-like appearance was seen. 
The wall of the left ventricle measured 10 mm. and was purplish-brown. On the inner side the 
trabeculae were very distinct, even in the thinnest part of the left ventricle; between these 
trabeculae the wall was paper-thin and transparent. The papillary muscles were flattened. The 
right ventricle presented only slight enlargement. The wall measures 8 mm.; the trabeculae were 
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distinctly visible, and the papillary muscles were flattened. The conus arteriosus had been pushed 
upward and to the right. The atria were normal in size and structure; the foramen ovale was 
closed. Nowhere in the heart were thrombi found. 

Inspection of the valves revealed normal structure, place, and arrangement. The right 
coronary artery originated from the normal place in the right aortic sinus and presented a 
normal course, The left coronary artery arose from the left aortic sinus, dividing shortly after- 
ward into circumflex and descending branches, both with a normal localization. The walls were 
thin and the lumina empty. 

Microscopic examination showed that the thinnest part of the left ventricle had a curious 
structure. The epicardium was slightly thickened and contained wide blood vessels. Just beneath 
the epicardium a small zone of normal heart muscle tissue could be seen, but on the side of the 
heart cavities the muscle was sponge-like, with an abundance of blood cavities lined with 
endothelium. Beneath the endocardium these blood-containing cavities were numerous and 
larger, sometimes communicating with the ventricular cavity. Muscle tissue in the atrophic part 
of the wall of the left ventricle had been replaced by fibrous tissue; in the transitional part the 
muscle fibers presented vacuolar degeneration and atrophy, with increasing interstitial fibrous 
tissue and slight calcification. , 


Fig. 3.—Diagram of heart findings. 


The pathologist’s diagnoses were anoma:.us origin of the left coronary artery from the pul- 
monary artery; enormous hypertrophy of the wall of the left ventricle, partly dependent upon 
the development of sponge-like tissue communicating with the heart lumina; atrophy; fibrosis, 
and calcification of the myocardium. 

COMMENT 

In view of the rather rare occurrence of anomalies of the coronary arteries, 
correct diagnosis made during life must be considered real progress. It is very 
important to realize that a diagnosis by means of common clinical methods is quite 
possible. Modern arteriography has been successful only in experiments on 
dogs in the studies of Pearl, Friedman, Gray, and Friedman,® who succeeded in 
photographing the coronary vessels of dogs with intact chests by a method of 
retrograde aortography. 


5. Pearl, F.: Friedman, M.; Gray, N., and Friedman, B.: Coronary Artiography in Intact 
Dogs, Circulation 1:1188-1192 (May) 1950 
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Embryology.—It is surprising that in textbooks on embryology information on 
formation and anlage of the coronary arteries is lacking. The general idea seems 
to be that these arteries arise as buds on the common arterial trunk before the 
division into aorta and pulmonary artery occurs. In the pig embryo (Bennett *), 
the coronary vessels arise as massive angioblastic strings, later becoming canalized. 
In 10-mm. rabbit embryos the same budding of coronary vessels can be found. 
The arterial rudiments are at first solid and later become canalized, growing into 
the superficial layers of the myocardium and joining capillary vessels and intra- 
trabecular cavities from the developing myocardium (Grant*). It seems rather 
improbable that deflection of the dividing wall in the common arterial trunk causes 
the anomalous origin of the coronary vessels when one studies the normal location, 
measurements, and development of cusps in aorta and pulmonary artery. 
Pathology.—The changes found in the heart when the left coronary artery 
arises from the pulmonary artery seem easy to understand. After birth the left 
ventricle is supplied by venous blood only, causing hypoxic changes in the muscle 
° fibers. A correction of the faulty circulation in the heart muscles is made by a 
richly developed capillary network and the subendocardial spongy tissue com- 
municating with the heart cavities. This spongy mass is partly responsible for 
. the hypertrophy of the left ventricle. The symptoms in anomaly of the left coronary 
artery have a vivid resemblance to those of coronary occlusion in adults. 

Prognosis.—The prognosis seems rather bad; most patients die before the age 
of 13 months. Only four patients are known to have lived longer; they have died 
between 27 and 64 years of age. The cardiac failure caused by repeated attacks 
of angina pectoris with fibrosis of the myocardium and thinning of the wall, which 
can lead to heart rupture, cannot, up to the present time, be avoided successfully. 

Therapy.—In order to correct blood circulation in the heart muscle, we must 
try to enrich the blood with oxygen and to force highly oxygenated blood into 
the left coronary artery. If by an anastomosis between aorta and pulmonary 
artery it is possible to create an increasing pressure in the pulmonary artery, oxy- 
genated blood should be pressed into the coronary artery. 

An amelioration in blood circulation of the heart muscle may be instituted by 
cardio-omentopexia or by using the left pectoral muscle. Experimental attempts 
to use a ramus of the internal mammary artery which leads into the myocardium 
may give rise to new anastomoses and improvement of the heart circulation. We 
cannot deny that the artificial heart constructed by Jongbloed may enable surgeons 

to undertake more operations for congenital heart anomalies. This success, com- 
bined with the possibility of diagnosing correctly the anomalous origin of the left 
coronary artery, may perhaps lead to a more successful treatment than now exists. 


SUMMARY 

A 4-month-old baby suffered from an anomalous origin of the left coronary 
artery from the pulmonary artery. The condition was diagnosed during life and 
confirmed. by partial necropsy. 


6. Bennett, H. S.: Development of Blood Supply to Heart in Embryo Pig, Am. J. Anat. 
60:27-53 (Nov.) 1936. 

7. Grant, R. T.: Development of Cardiac Coronary Vessels in Rabbits, Heart 13:261-271 
(Dec.) 1926, 
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ORIGIN OF THE LEFT CORONARY ARTERY FROM 
THE PULMONARY ARTERY 


LIEUTENANT HANS HARTENSTEIN 


MEDICAL CORPS, ARMY OF THE UNITED STATES 
AND 


D. JOE FREEMAN, B.S. 
MADISON, WIS. 


HE LEFT coronary artery arising from the pulmonary artery represents a 

rare anomaly which until 1933 was not diagnosed clinically.'| Abrikosoff * 
reported the first case in 1911. In 1946 Kaunitz * found 27 cases in the literature 
and added 2 of his own. In 1949 Gasul and Loeffler * collected 22 cases in the 
literature and reported 4 additional cases. Since then four more cases have been 
described.° 

Patients with this anomaly usually do not survive the first year of life, although 
a few have lived to adulthood. In infancy a distinctive picture may be recognized. 
It is characterized by progressive dyspnea, apparent pain and symptoms of shock 
after feeding, and progressive cardiac enlargement and failure. Cyanosis, clubbing, 
cardiac murmurs, and thrills are absent. The electrocardiogram shows inversion 
of T waves, usually in all three limb leads, and low voltage. Roentgenograms and 
fluoroscopy reveal conspicuous cardiac enlargement, primarily to the left. 

It is the purpose of this paper to report another case of this rare cardiac anomaly 
occurring in a 4-month-old girl in whom the electrocardiographic findings were 
somewhat unusual. The clinical picture was characteristic enough to permit pre- 
mortal diagnosis. 

REPORT OF A CASE 


B. L. W., a white girl, born Sept. 21, 1950, was admitted to the pediatric service of the State 
of Wisconsin General Hospital on Jan. 1, 1951, at the age of 3% months. The mother was a 


From the Departments of Pediatrics and Pathology, University of Wisconsin Medical 
School, and State of Wisconsin General Hospital. 

1. Bland, E. F.; White, P. D., and Garland, J.: Congenital Anomalies of the Coronary 
Arteries: Report of an Unusual Case Associated with Cardiac Hypertrophy, Am. Heart J. 
8:787, 1933. 

2. Abrikosoff, A.: Aneurysma des linken Herzventrikels mit abnormer Abgangstelle der 
linken Koronararterie von der Pulmonalis bei einem fiinfmonatlichen Kinde, Virchow’s Arch. 
path. Anat. 203:413, 1911. 

3. Kaunitz, P. E.: Origin of Left Coronary Artery from Pulmonary Artery: Review of 
the Literathre and Report of 2 Cases, Am. Heart J. 33:182, 1947. 

4. Gasul, B. J., and Loefler, E.: Anomalous Origin of the Left Coronary Artery from the 
Pulmonary Artery (Bland-White-Garland Syndrome): Report of 4 Cases, Pediatrics 4:498, 
1949. 

5. Gouley, B. A.: Anomalous Left Coronary Artery Arising from the Pulmonary Artery 
(Adult Type), Am. Heart J. 40:30, 1950. de Chastonay, E., and Buser, M.: Uber einen Fall 
von Abgang der Arteria coronaria sinistra aus der Arteria pulmonalis, Helvet. paediat. acta 
4:308, 1949. Dutra, F. R.: Anomalies of Coronary Arteries: Report of 2 cases, with Comment 
on Dynamics of Development of Coronary Circulation, Arch. Int. Med. 85:955, 1950. 
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primigravida primipara. The pregnancy was uneventful and full-term. Labor lasted five hours; 
delivery was by forceps. There was no cyanosis. The infant’s birth weight was 2,100 gm. Phy- 
sical examination at birth revealed no abnormalities. At the age of 2 months, examination by the 
local physician did not disclose any abnormalities. The parents felt that the patient's respirations 
had always been rapid and that she never rested well. Several formula changes were instituted, 
and the patient was examined again by the local physician at the age of 244 months because of 
restlessness, irritability, slight cough, and gagging and vomiting after feedings. Decreased 
resonance and breath sounds over the left side of the chest were detected on physical examination. 
Roentgenography and fluoroscopy at that time revealed a markedly enlarged heart. Additional 
information obtained at the time of admission to the hospital was that dyspnea was especially 
marked after feedings and somewhat relieved when the child was in the sitting position. 
Physical examination revealed a somewhat pale, well-developed, well-nourished white girl, 
weighing 5,000 gm. There was no cyanosis. Respirations were rapid and slightly irregular. 


Fig. 1—Chest roentgenogram 15 days prior to death, showing cardiac enlargement, mainly 
to the left, and the heart filling much of left thorax. 


Breath sounds over the left lower posterior part of the chest were decreased. The heart was 
enlarged to the left to percussion; no murmurs, arrhythmias, or thrills were noted. Femoral 
pulsations were good. The patient remained in the hospital for five days, during which time she 
was dyspneic and irritable, ate poorly, and was never noted to be cyanotic. 

The results of urinalysis were normal. The hemoglobin was 11.75 gm. per 100 cc., and the 
red blood cell count was 3,750,000. The white cell count was 7,500, with 31% filamented neu- 
trophiles, 1% nonfilamented neutrophiles, 63% lymphocytes, and 5% monocytes. The blood sugar 
was 104 mg. per 100 cc. Reactions to serologic tests were negative, as were a perianal smear and 
nose and throat cultures. 

A chest roentgenogram and fluoroscopy showed a grossly enlarged heart with enlargement 
mainly to the left and filling much of the left thorax. The silhouette was largely globular, and 
there was poor differentiation of the various cardiac chambers. The esophogram was normal. 
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Fig. 2.—Electrocardiogram two weeks prior to death, showing tendency to left-axis deviation, 


high voltage in lead III, 
Fig. 3.—Chest roentgenogram one day prior to death, showing again marked cardiac enlargement. 
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The left hilum was obscured by the heart. On the right side there was some increase in vascular 
shadows forming the hilum, but the increase was slight. The periphery of the right lung and 
the left lung was clear. The central lung field was hidden by the heart. The conclusion was 
generalized cardiac enlargement without evident cause (Fig. 1). The electrocardiogram showed 
first-stage atrioventricular block, rate 135 to 145, a tendency toward left axis deviation, lead III 
having high voltage in the QRS complexes, the T waves inverted in leads I and II, the T wave 
inconstantly diphasic in lead III, a P-R interval of 0.14 seconds, and a Q-R interval of 0.06 
seconds. The impression was congenital cardiac anomaly and interference with the coronary 
circulation (Fig. 2). 

The patient was readmitted to the State of Wisconsin General Hospital on Jan. 24, 1951, 
ten days after the original admission. In the meantime, she had been taken to another hospital 


Fig. 4.—Electrocardiogram one day prior to death. Note upright T: and Ts. 


where treatment with digitalis was started. Dyspnea had become more intense. Physical exami- 
nation was essentially as before. Rectal temperature was 104 F., breathing was very rapid and 
shallow, and the rate was 78. Pallor was noted but not cyanosis. Again decreased breath sounds 
over the entire left chest area and marked cardiac enlargement were found. A questionable soft, 
grade-I systolic murmur was heard over the apex; heart tones were quite distant. The liver was 
palpable 2 fingerbreadths below the right costal margin. Dyspnea and restlessness increased, and 
the patient died on the following day. 

The hemoglobin was 12.7 gm. per 100 cc., the red blood cell count was 4,760,000, and the 
white blood cell count was 8,750, with 33% filamented neutrophiles, 2% nonfilamented neu- 
trophiles, 50% lymphocytes, 13% monocytes, 1% eosinophiles, and 1% basophiles. 

A chest roentgenogram again showed a large heart which had not changed appreciably during 
the interim. It remained greatly enlarged, filling most of the left thorax. There continued to be 
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Fig. 5.—Photograph of heart, showing left ventricular dilatation, hypertrophy, and endo- 
cardial fibrosis; probe in ostium of right coronary artery with anomalous fold of tissue above. 


__ Fig. 6.—Photograph of heart, showing probe in one of ostia of the left coronary artery arising 
from the left posterior pulmonary sinus. 
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an increase in the pulmonary vessel shadows in the right lung (Fig. 3). The electrocardiogram 
showed upright T waves in leads II and III as the most significant change. The impression was 
that this paradoxical change in T waves was attributable to progressive coronary insufficiency 
(Fig. 4). 

Autopsy Findings—The autopsy was confined to the thorax. 

Gross Description: Heart: The pericardial cavity contained a small amount of clear, straw- 
colored fluid. The heart was markedly. enlarged to the left; the superficial vessels were dilated 
and prominent. It weighed 58 gm. Valvular measurements were as follows: tricuspid, 4.6 cm.; 
pulmonary, 3.1 cm.; mitral, 4.4 cm., and aortic, 3 cm. Thickness of the right ventricular wall 
was 3 mm., of the left ventricular wall, 8 mm. The leaflets were essentially normal. The myo- 
cardium was soft and pale red-brown. The wall of the left ventricle was hypertrophied and the 
chamber greatly dilated (Fig. 5). The endocardium of both ventricles was diffusely thickened 


Fig. 7.—Photomicrograph of myocardium of left ventricle, showing marked congestion; x 100. 


and gray-white, most conspicuously on the left. There were several openings from the ventricular 
chambers, especially the right, through which a probe could be passed directly into the myo- 
cardium. These probably represented vessels of the thebesian circulation. The foramen ovale 
was not patent. 

Coronary Arteries: The left coronary artery had two orifices that arose from the lateral 
portion of the left posterior pulmonary sinus (Fig. 6). The larger ostium led into the anterior 
descending branch of this artery, which coursed down the anterior aspect of the interventricular 
septum to the apex; the smaller ostium led into the left circumflex branch which supplied about 
one third of the anterolateral superior wall of the left ventricle. The right coronary artery arose 
from the medial portion of the anterior aortic sinus and supplied the posterior aspect of the 
interventricular septum, almost the entire right ventricle and the remaining two-thirds of the 
left ventricle extending as far as the apex. There was a transverse, irregular fold of tissue 
traversing the superior anterior portion of this anterior sinus and overlapping the coronary 
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ostia (Fig. 5). The aorta was not remarkable, and the ductus arteriosus was completely 
obliterated. 

Lungs: The lungs were congested. 

Microscopic Description: Several sections from the left ventricular wall showed considerable 
separation of the muscle fibers into bundles. The vascular channels and minute capillaries 
between the individual muscie fibers were unusually prominent and apparently increased in 
number (Figs. 7 and 8). The fibers in some areas were hypertrophied, many with varying degrees 
of degeneration in the form of vacuolization and separation of myofibrils. In some of the fibers 
there was loss of striations and pyknotic nuclei. The endocardium was greatly thickened in all 
sections. Just beneath it were large, thin-walled vascular channels that extended for a consider- 
able distance into the myocardium; these probably represented the vessels of the thebesian 
circulation. 


Fig. 8—Photomicrograph of congested area, showing an apparent increase in the number 
of capillaries; x 500, 


Diagnoses: The diagnoses were anomalous origin of the left coronary artery from the left 
posterior sinus of the pulmonary artery; dilatation and hypertrophy of the left ventricle; endo- 
cardial fibrosis; congestion of the myocardium and the lungs; vacuolar (hydropic) degeneration 
of the myocardium, and an anomalous fold of tissue in the anterior aortic sinus of Valsalva. 


COMMENT 


Attention is drawn to the electrocardiographic findings in this case. Low voltage 
and inversion of the T waves in all three leads and no axis deviation are the usual 
findings. In this case there was normal voltage, inversion of the T waves in leads 
I and II only, with the T waves inconstantly diphasic in lead III, and a tendency 
to left axis deviation. Another interesting feature was the turning upright of the 
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T waves in leads II and III one day before the patient’s death. This paradoxical 
change may be attributed to progressive coronary insufficiency, as described by 
Masters.® 
SUMMARY 

A case of anomalous origin of the left coronary artery arising from the pul- 
monary artery in a 4-month-old girl is presented. Clinical and laboratory findings 
which permitted premortal establishment of the diagnosis have been described. 
Attention has been drawn to the electrocardiographic findings which, although not 
quite classic for this anomaly, were suggestive enough to strengthen the clinical 
impression. Autopsy findings are presented. 

Nore.—Since preparation of this article, McKinley has reported three additionai 
cases of the left coronary artery originating from the pulmonary artery." 

Ryukyus Army Hospital, 8114th A. U., APO 719, c/o Postmaster, San Francisco. 


Dr. H. H. Shapiro, Department of Cardiology, University of Wisconsin Medical School, 
assisted in the study of this case. 


6. Masters, A. M.: Symposium on Cardiovascular Diseases: The “2-Step” Exercise and 
Anoxemia Tests, M. Clin. North America 34:704, 1950. 

7. McKinley, H. I.; Andrews, J., and Neill, C. A.: Left Coronary Artery from the Pul- 
monary Artery: Three Cases, One with Cardiac Tamponade, Pediatrics 8:828, 1951. 
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NEUROBLASTOMA WITH SKELETAL METASTASES AND 
APPARENT RECOVERY 


O. WILLIAM ANDERSON, M.D. 
SEATTLE 


EUROBLASTOMA is a malignant tumor primarily of infancy and early 

childhood. Ordinarily this tumor grows rapidly, metastasizes widely and 
early, and is soon fatal. The average duration of life after diagnosis is less than six 
months. The tumor grows from cells tracing their origin to the primitive neural 
crest of the ectoderm and therefore is said to be neurogenic in origin. Commonly 
the site of the original tumor is the medulla of the adrenal gland which is deriva- 
tive of the neural crest. Less often the tumor arises in sympathetic tissue else- 
where in the body. 

That this tumor is not or need not be invariably fatal is well shown in the most 
recent review of the literature on this subject by Beck and Howard.’ In their review 
they found 475 cases reported, with 47, or 10%, recorded as cures. This is probably 
not an accurate over-all picture, because the disease is not rare and no doubt the 
majority of cases are never reported. Since recovery is not expected, however, 
it can be assumed that those recoveries that do occur arouse enthusiasm. It is 
probable, consequently, that most recoveries are reported. 

The majority of those patients who have been reported as cured in recent years 
have had complete or partial surgical excision of the original tumor and/or x-ray 
therapy. A comprehensive report on the methods of x-ray therapy was published 
in 1950 by Wittenborg? of the Children’s Medical Center, Boston. This was 
the largest single experience to be reported thus far. The report reviews 
the cases of 73 patients, with 22 surviving three or more years. Of this 
group, however, there were no survivals in cases in which there were skeletal 
metastases. With one exception, there have been no reports of recovery in the 
presence of skeletal metastases. This exception was reported by Goldring in 1951.° 
The patient had an inoperable abdominal tumor, with definite spread to the liver, 
and probable metastatic involvement of the skeletal system, as demonstrated by 
roentgenograms. The child received x-ray treatment to the site of the tumor and 
liver involvement, and he recovered. The apparent skeletal involvement seemingly 
disappeared spontaneously. 

What constitutes a “cure” in this disease is an unsettled question. A statement 
by Dr. George M. Wyatt * is pertinent. 

1. Beck, S. M., Jr., and Howard, P. J.: Neuroblastoma: Review of the Literature and 
Report of 6-Year Cure by Roentgen Therapy, A. M. A. Am. J. Dis. Child. 82:325 (Sept.) 1951. 

2. Wittenborg, M. H.: Roentgen Therapy in Neuroblastoma: Review of 73 Cases, Radioi- 
ogy 54:679 (May) 1950. 

3. Goldring, David: Neuroblastoma Sympatheticum with Metastases: Report of Case with 
Apparent Recovery, J. Pediat. 38:231 (Feb.) 1951. 

4. Wyatt, G. M., and Farber, S.: Neuroblastoma Sympathicum: Roentgenological Appear- 
ances and Radiation Treatment, Am. J. Roentgenol. 46:485 (Oct.) 1941. 
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We have considered a one year survival from childhood neuroblastoma equivalent to a five year 
survival from the average adult cancer. In our series, no recurrences were found among those 
patients who were symptom free after one year. 


In the case which is being reported here the patient had no x-ray treatment. 
Shortly after what seemed to be complete removal of the tumor, painful and progres- 
sively destructive lesions of both femurs developed in the child. This was diagnosed 
as metastatic neuroblastoma. It would be difficult logically to offer any other 


Fig. 1—Roentgenograms taken May 15, 1950, one week postoperatively, when bony structure 
was believed to be normal. 


explanation of what was occurring in these femurs. Because of the historic futility 
of x-ray treatment for skeletal lesions, none was advised. As will be noted in the 
case history, the child was treated with a course of corticotropin (ACTH). In 
justification of this treatment, it can be said that no other definitive treatment was 
available and the least such treatment might do would be to relieve the child of some 
pain. No effort will be made to draw conclusions as to what part the corticotropin 
treatment played in the change which took place in this child. Nevertheless, it is felt 
that the case is noteworthy and should be reported. 
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Fig. 3.—Roentgenogram taken Aug. 14, 1950, showing marked advance of the destructive 
process of the right femur and the left femur now rather badly riddled with metastatic disease. 
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REPORT OF A CASE 


G. C., a boy infant, was born Oct. 8, 1949, weighing 7 Ib. 14 oz. (3,600 gm.). The child 
was born at term of a first pregnancy. The pregnancy and delivery were uneventful. The baby 
developed normally and presented no problems. 

On May 8, 1950, at the age of 7 months, the child had no complaints, was 27% in. (70 cm.) 
long, and weighed 18 Ib. 6 oz. (8,300 gm.). Upon physical examination the child was found to 
have a large, well-circumscribed mass in the left upper abdomen. It was felt that this was a 
tumor, probably a Wilms tumor. The child was operated upon on May 9, at Children’s Ortho- 


Fig. 4.—Roentgenogram taken July 31, 1951, when child had been clinically well for some 
mouths, showing normal bone structure. 


pedic Hospital by Dr. Dean K. Crystal. At operation a grapefruit-sized, well-encapsulated 
tumor of the left adrenal gland was removed. 

The pathological study of this tumor was done by Dr. S. A. Creighton, pathologist of the 
Children’s Orthopedic Hospital. He reported the following findings. The specimen consisted 
of a mass measuring 10 by 7 by 8 cm. and weighing 240 gm. It was well encapsulated and 
slightly lobulated externally, while upon section the cut surface presented a rather soft, cellular 
appearance very suggestive of cancer, with numerous hemorrhagic areas here and there and 
yellowish calcific deposits. Although the tumor was encapsulated, he was inclined to regard 
this as a tumor originating from sympathetic tissue (neuroblastoma). The following findings 
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were reported from microscopic examination. Sections through the tissue received revealed 
tumor process characterized by aggregations of ovoid-to-round cells containing dark nuclei and 
very little cytoplasm. There was a supporting structure of fine, fibrous tissue in which blood 
vessels were noted. In some instances hemorrhage was noted throughout the tumor, while in 
other areas calcific deposition was present. The tumor cells arranged in sheets and columns 
had not formed typical rosettes, but in some areas an attempt at rosette formation was seen. 
Dr. Creighton could see no indication of a pheochromocytoma structure and believed this tumor 
to be a sympathicoblastoma type of neuroblastoma. In a few instances, large giant cells were 
noted, but these were not a feature of the section. The diagnosis was neuroblastoma. 

Sections of the tumor were examined by Dr. Arthur C. Allen of the Department of Pathol- 
ogy. Memorial Hospital, New York, and he concurred in the diagnosis of neuroblastoma. 


Fig. 5.—Photomicrograph of tumor tissue from the original tumor removed May 8, 1950. 


After discharge from the Children’s Orthopedic Hospital, following an uneventful postopera- 
tive course, the child was seen on May 15, 1950, in consultation at the Tumor Institute, Swedish 
Hospital, Seattle. At this time survey roentgenograms of the entire skeleton were made, and 
all were found to be normal. The roentgenogram of the femurs made at this time are shown 
in Figure 1. Since the removal of the tumor appeared to have been complete, it was felt that no 
radiation treatment was indicated. 

Several weeks later the parents noted that the child was acting increasingly fussy. It was 
on or about June 20 (approximately six weeks postoperatively) that it was noted that the child 
seemed to have pain in the right leg and did not wish to have it moved. Repeat roentgenograms 
of the femurs taken on June 26, 1950, now showed some subperiosteal osteogenesis in the upper 
half of the right femur, associated with small areas of destruction in the cortex. It was felt 
that this was metastatic neuroblastoma and that no treatment was indicated. The child con- 
tinued a similar course and within a month was obviously having pain in both legs, for which 
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he was receiving codeine daily. A third set of roentgenograms was taken on Aug. 14, 1950, 
at which time there was seen a marked advance in the destructive process of the right femur; 
and now the left femur was rather badly riddled with metastatic disease. On Aug. 5, 1950, 
a course of corticotropin therapy was instituted. The dosage was 50 mg. daily for the first 
four days and then 40 mg. daily. At the end of 10 days’ treatment there was no observable 
change in the child’s condition, and the child was showing a rather excessive emotional reaction. 
to the injections; therefore the treatment was stopped. 

During the next two months the parents observed no particular change in the child, and he 
continued to receive codeine for pain. From this time on, however, it seemed to the parents 
that he was having less pain and was becoming more active. From Dec. 1 on, the child received 
no more codeine. At this time the child started to creep, and at the age of 15 months he was 
pulling to his feet. At 20 months he was walking freely. At 23 months he was 35 in. (89 cm.) 
tall and weighed 29 Ib. 8 oz. (13,400 gm.). 

On July 31, 1951, at the age of 21% months, the fourth set of roentgenograms of the femurs 
was made. They were found to be entirely normal. 

At the time of this writing the child is 26 months old and is living in another city. In a 
personal letter, dated Dec. 1, 1951, the mother reported that the child seemed happy and normal 
in every way and was making excellent progress. 
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ACUTE NEONATAL MYELOBLASTIC LEUKEMIA 


ARTURO R. CASILLI, M.D. 
WILLIAM L. RUMSEY, M.D. 
AND 


EMANUEL M. SATULSKY, M.D. 
ELIZABETH, N. J. 


HE PURPOSE of this report is to record a case of acute myeloblastic leukemia 

in an infant 8 days old. The unusual feature of this case is that a dermatologi- 
cal lesion was present simulating urticaria pigmentosa. The findings on a skin 
biopsy were interpreted as consistent with urticaria pigmentosa by a skin histo- 
pathologist. Further clinical and hematological observations finally led to the diag- 
nosis of true acute leukemia, and this was proved by autopsy. 

Leukemia occurring in the newborn in the first month of life is rare. Case 
reports of leukemia occurring within this age usually call it congenital leukemia. 
This appellation implies that the disease was acquired in utero. A review of the lit- 
erature, however, reveals that the majority of cases reported under this diagnosis 
indicate there is little or no proof that the disease was actually congenital. Twelve 
cases can be accurately classified as such. Cross‘ cited eight cases in his paper, 
including one of Chapman ? and one of Morrison.* Hamne * reported one and cited 
three more. In the other cases reported ages ranged from several weeks to several 
months or even years of age.° 


From the Departments of Pathology and Pediatrics, St. Elizabeth Hospital. 

1. Cross, F. S.: Congenital Leucemia, Report of 2 Cases, J. Pediat. 24:191 (Feb.) 1944. 

2. Chapman, S. G., and Ewart, I. B.: Acute Congenital Leucocythemia, New Zealand 
M. J. 31:19 (Feb.) 1932. 

3. Morrison, M.; Samwick, A. A., and Rubinstein, R. I.: Congenital Leukemia with 
“Chloroma,” Am, J. Dis. Child. 58:332 (Aug.) 1939. 

4. Hamne, B.: A Case of Congenital Myeloid Leukemia, thane pediat. 31:330, 1944. 

5. Houstek, J., and Brachfeldova, J.: Congenital Leukemia, Ann. pediat. 172:98 (Feb.) 
1949. Keith, H. M.: Chronic Myelogenous Leukemia in Infancy, Am. J. Dis. Child. 69:366 
(June) 1945. Kornmann, V.: Early Infantile and Congenital Myeloid Leukemia, Ztschr. 
Kinderh, 56:440, 1934. Methier, S. R., and Lucas, W. P.: Leukemia in Infants and Children, 
in Downey, H., editor, Handbook of Hematology, New York, Paul B. Hoeber, Inc., 1938, Vol. 4, 
p. 3039. Saldun de Rodriquez, M. L.; Norbis, A., and Iglesias, M. E.: Acute Leukemia in 
Early Infancy, Arch. pediat. Uruguay 16:457 (Aug.) 1945. Salomonsen, L.: Acute Myelog- 
enous Leukemia in an Infant of 5 Months, Acta paediat. 9:497, 1930. Saxl, O.: The Problem 
of Leukemia in Infancy, Jahrb. Kinderh. 150:228, 1937. Spigel, H. A.: Leukemias of Infancy 
and Early Childhood, Arch. Pediat. 55:7 (Jan.) 1938. Stransky, E.: Congenital Myeloid 
Leukemia in Infant, Monatsschr. Kinderh. 29:654 (Jan.-Feb.) 1925. Booth, M., and Rembolt, 
R. R.: Leukemia in Childhood: Evaluation of Present Status of Problem with Particular 
Reference to Study of Cases Treated at University of Minnesota Hospital from 1930 to 1938, 
Journal-Lancet 59:216 (May) 1939. 
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REPORT OF A CASE 


R. M. H., a girl, was delivered normally after an uneventful pregnancy. Her mother was a 
26-year-old white primipara with a negative Wassermann reaction and blood type B, Kh posi- 
tive. There were no signs of any blood dyscrasias in the mother, and the family history was 
negative. The birth weight was 6 Ib. 3 oz. (2,800 gm.) ; the child presented no abnormalities. 
She was discharged from the hospital after five days, apparently normal, except for a loss of 
11 oz. (227 gm.) in weight. This weight loss was interpreted as being due to a difficulty with 
breast feeding, since a shield had been used intermittently. No blood studies were done at this 
time. 

The infant was next seen in the pediatric ward at the age of 12 days because of a skin 
eruption which had started on the eighth day of life. The original lesions were variously 
sized, flaccid vesiculopustules which developed on the upper chest wall. These spread rapidly 


Fig. 1.—Myeloblastic infiltrate in cutis, with epidermis shown above. The large cells below 
the epidermis are myeloblasts. Hematoxylin and eosin; x 600. 


but changed in the structure of the growth. No other symptoms or physical signs of disease 
were present. Her weight was 7 Ib. 3 oz. (3,260 gm.). 

Physical examination revealed a well-developed and well-nourished newborn infant. The 
temperature was 99 F. The skin showed many firm, purplish papules over the entire body 
except the palms and soles. The liver and spleen were not palpable. The rest of the physical 
findings were negative. Roentgenograms of the skeleton were reported as normal. 

One of us (E. M. S.) was called to express an opinion on the skin lesions. The findings 
were as follows: The infant was well developed and did not appear acutely ill. The skin was 
covered with a generalized eruption. The child did not scratch herself and did not appear to 
be restless. The buccal mucosa was normal. The palms and soles were not involved. The 
eruption consisted of discrete and confluent yellowish-brown and reddish-purple macules, 
papules, and nodules. The lesions varied in diameter from that of a match head to that of a 
pea. The papules and nodules were firm on palpation. When the lesions were rubbed, an 
urticaria-like, reddish elevation was produced about them, while the lesions themselves lost 
some of their original color and became reddened. 
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On the basis of these clinical findings, a diagnosis of urticaria pigmentosa was made, and 
one of the nodules was removed for histological study. The specimen was sent to a skin histo- 
pathologist, who submitted a report stating that the microscopic findings were consistent with 
urticaria pigmentosa. He described an infiltrate consisting of large cells which were round 
or oval, with lightly staining eccentric nuclei (Fig. 1). 

Blood study showed the following: hemoglobin, 19 gm.; red blood cell count, 5,200,000; 
white blood cell count, 59,000; neutrophil polymorphonuclear leucocytes, 12%; lymphocytes, 
18%; myeloblasts, 1% ; myelocytes, 64% ; metamyelocytes, 4%; band forms, 1%. Two nucle- 
ated red cells per 100 leucocytes were found. Thrombocyte (platelets) were plentiful, with 
frequent large clumps. Urine examination showed a few leucocytes but otherwise no abnor- 
malities. 

The patient took her feedings well and was discharged to the care of her family physician 
with the diagnoses of urticaria pigmentosa and associated leukemoid blood response. 

The infant was last admitted at 3% weeks of age in extremis with a three-hour history of 
cyanosis and dyspnea. 


Fig. 2—Myeloblastic infiltrate in spleen. The pale large cells are myeloblasts; the darker 
smaller cells ave lymphocytes. Hematoxylin and eosin; « 600. 


Physical examination revealed a moribund cyanotic infant. The skin lesions had now increased 
in size. Her lungs were full of bubbling rales. Despite heroic therapeutic measures, the infant 
died 40 minutes after admission. 

Blood study done at the last admission showed the following: hemoglobin, 10 gm.; red 
blood cell count, 2,800,000; white blood cell count, 147,000; neutrophilic polymorphonuclear 
leucocytes, 3%; eosinophilic polymorphonuclear leucocytes, 1%; lymphocytes, 9%; normo- 
blasts, 3 per 100 leucocytes; erythroblasts, 1 per 100 leucocytes; myeloblasts, 4%; promyelo- 
cytes, 69% ; neutrophilic myelocytes, 8% ; metamyelocytes, 1%; band forms, 5%. 

A hematological diagnosis of acute myeloblastic leukemia was made. The skin lesions were 
now interpreted as leukemia cutis, and the original diagnosis of urticaria pigmentosa was 
abandoned. 

One of us (A. R. C.) performed an autopsy three hours later. 

A general examination revealed an intensely blue infant having blood-tinged froth at the 
mouth and nostrils. The weight was 6 lb. (2,700 gm.). The superficial lymph nodes were not 
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Fig. 3.—Myeloblastic infiltrate in liver, with marked fatty change. The solid dark cells 
are myeloblasts; there are several cells in mitosis, and the vacuolated cells are liver cells. 
Hematoxylin and eosin; x 600. 


Fig. 4.—Myeloblastic infiltrate in thymus, with Hassall’s corpuscle in lower right field. The 
large pale cells are myeloblasts; the small dark cells are lymphocytes. Hematoxylin and eosin; 
x 600. 
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enlarged. The skin showed a mottled background upon which many raised nodules, 3 to 10 mm., 
were noted over the entire skin, including the scalp but not the palms or soles. Some nodules 
were deep red, others pink, and still others almost white. Several nodules were sectioned and 
showed a wet, deep red, smooth surface. 

Mottling and nodules were also observed in the lungs, ileum, colon, and portio vaginalis of 
the cervix. In these organs, especially the ileum and colon, the nodules were quite discrete and 
of the same size as those in the skin. 

The major serous cavities were moist, smooth, and glistening. The organs of the chest, 
abdomen, and pelvis were in their natural position. 

A study of the organs revealed the following: The brain showed acute capillary congestion. 
The ventricular system was normal. The weight was 350 gm. The fontanels were open. The 
venous sinuses contained fluid blood and small clots. The tongue, tonsils, larynx, and pharynx 
were blue. The thymus weighed 20 gm. 


Fig. 5.—Myeloblastic infiltrate in kidney. The large cells between tubules are myeloblasts. 
Hematoxylin and eosin; x 600. 


The heart weighed 15 gm. It was normal in shape and without congenital defects. The 
valves, endocardium, papillary muscles, and chordae tendineae were normal. The muscle was 
dusky red. 

The lungs were inflated but soggy. The left lung weighed 30 gm.; the right, 40 gm. The 
cut surface was dusky red and showed mottling and many discrete nodules. The bronchial 
mucosa was covered with frothy fluid. 

The gastrointestinal tract, except for discrete nodules in the ileum and colon, was normal. 
The spleen weighed 15 gm. The capsule was glistening and smooth. The cut surface showed 
a dusky-red, soft structure in which trabeculae and white pulp were not seen. 

The liver presented a smooth, glistening capsule. Its shape and position were normal. The 
organ weighed 100 gm. The cut surface was dusky red and homogenous. The gall bladder 
and extrabiliary ducts were natural. 

The pancreas and adrenals were not remarkable. 

The combined weight of the kidneys was 20 gm. The capsules stripped off easily, leaving 
a dusky-red fetal lobulated surface, having congested stellate veins. The cortices were not 
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thickened and were sharply demarcated from the medullae. The color of the cortices was 
purplish and that of the medullae darker. The pelves, calices, and ureters were natural. The 
bladder was empty and normal. 

The uterus and its appendages were found dusky red, but normal, except for a mottling and 
nodules in the portio vaginalis of the cervix. 

The aorta and its main branches were elastic and the intima smooth. 

The marrow of the lumbar spine, ribs, sternum, and femora was red and smooth. 

Histological examination of the skin, lungs, spleen (Fig. 2), liver (Fig. 3), thymus (Fig. 4), 
adrenals, small and large intestines, kidneys (Fig. 5), and bone marrow (Fig. 6) showed 
infiltration in all of them with cells typical of myeloblasts. The cells were large, round, with 
pale-stained eccentric nuclei frequently in mitosis. The cytoplasm was basophilic. The brain 
was found free of leukemic cells. 

The final diagnosis was acute myeloblastic leukemia. 


Fig. 6.—Myeloblastic proliferation in bone marrow of vertebra. Practically all large cells 
are myeloblasts, one in mitosis. Hematoxylin and eosin; x 600. 


SUMMARY 


A case of acute myeloblastic leukemia in an 8-day-old infant in whom the skin 
lesions simulated those seen in urticaria pigmentosa is reported. 

618 Newark Ave. 

The case reported is one of Dr. John Hamley’s and is reported with his permission. 
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Obituaries 


DR. CARLO COMBA 
1870-1951 


Carlo Comba was born on Nov. 15, 1870, and died in Florence on Nov. 4, 1951. 
Carlo Comba and Rocco Jemma are often spoken of as the leading pioneers of 
Italian pediatrics. Comba’s early medical training was in pathology. In 1894 he 
joined the pediatric department of Prof. Mya in Florence, where he remained 
until 1903, when he was appointed professor of pediatrics at Bologna. In 1911, 
he returned to Florence as professor, which position he held until his retirement 
in 1943. He was one of the founders of La Societa Italiana di Pediatria and was 
its president from 1920 to 1924. He was editor of the Rivista di clinica pediatrica 
for many years. In 1929, “Seritti medici dedicati a Cario Comba” was published ; 
it contained clinical and scientific contributions by many Italian and foreign pedia- 
tricians. Comba’s clinical contributions covered many fields, notably diphtheria, 
tuberculosis, meningitis, and measles. He was a leader in public health activities 
in Italy. 
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Abstracts from Current Literature 


Biochemistry; Bacteriology and Pathology 


ANTISTREPTOCOLYSIN TITERS IN THE NorMAL Heattuy Cuitp. C. Imperato and L. 
Lanpbuccl, Pediatria §8:899 (Nov.) 1950. 


Methods of preparation of streptocolysin from hemolytic Streptococcus culture, methods 
of preserving it, and methods of using it in determining the titer of antistreptocolysin in blood 
serum are outlined. The titers in the sera of 110 healthy children between the ages of 4 months 
and 13 years varied over a wide range; they were definitely lower, as a rule, in the sera of 
infants and young children. Hiccrns, Boston. 


EXPERIMENTAL STUDIES ON THE EFFECTS OF STAPHYLOCOCCIC ENTEROTOXIN. P. TOLENTINO 
and G. BeLvrent, Pediatria 59:309 (May) 1951. 


A toxin was obtained from staphylococci cultured from the feces and the pharynges of 
hospital patients. The toxin was injected intraperitoneally into cats. Large doses led to tremor, 
ataxia, convulsions, and death in coma. Vomiting and diarrhea were not caused by the injections. 
Cloudy swelling of the liver and the kidneys was found, but the most striking histological 
changes were in the brain tissues. It appears that staphylococcic enterotoxin is primarily a 


neurotoxin. Hicerns, Boston, 


Metabolism; Infant Feeding; Milk and Other Foods 


UtinizaTion oF Non-Speciric NItROGEN Sources BY THE ADULT PROTEIN DEPLETED 
Rat. Douctas V. Frost and Harry R. Sanpy, J. Biol. Chem. 189:249 (March) 1951. 


The authors studied the response of protein-depleted rats to various amino acid mixtures 
and to nitrogen from various sources. The response to the administration of only the nine 
essential amino acids could be heightened by the inclusion of some of the nonessential amino 
acids and also, equally well, by the addition of ammonium chloride and urea to the diet. The 
data suggest that maximum utilization occurs when at least 20% of the total nitrogen of the 
diet is present as nitrogen other than that of the essential amino acids. It was also noted that 
the rats consumed solutions of complete protein hydroiysates fortified with tryptophan somewhat 
more readily than the pure amino acid mixtures. It would appear from these experiments that 
the essential amino acids themselves are not readily available for conversion to other generalized 


nitrogen components of ithe body. Defies 


FurTHER StupIES ON THE AMINO Acip ComposITION oF PorK AND Lame Cuts. B. S. 
ScHWEIGERT, BarBarA A. BENNETT, and BarBAarRA Tait GuTHNECK, J. Biol. Chem. 
190:697 (June) 1951. 


The authors present data on the analysis of fresh and cooked pork and lamb cuts for glutamic 
acid, aspartic acid, tyrosine, proline, aminoacetic acid, serine, and cystine. The assays were 
carried out by microbiological methods, The amino acids were found to be stable upon cooking. 


Forses, Dallas, Texas. 


ARTIFICIAL ENRICHMENT OF WHITE RICE As A SOLUTION TO ENpemiIc BeRIBERI: REPORT 
OF FIELD TRIALS IN BATAAN, PHILIPPINES. JUAN SALCEDO Jr., M. D. BAMBa, EurRONIO 
O. Carrasco, Grecorio S. Cuan, Isapei Concepcion, Francisco R. Jose, Jose F. 
DeLeon, SALvapor B. OLtveros, Conrapo R. Pascua, Leon C. and RAMON 
C. VALENZUELA, J. Nutrition 42:501 (Dec. 11) 1950. 


There was marked decline in the incidence of beriberi when enriched rice was used in the 
survey reported upon by the authors. Likewise the mortality from beriberi declined when fortified 
rice was fed. Infantile beriberi mortality declined 53% in the experimental area in the year 


795 


; 


iF 
¥ 
2 


796 A, M. A. AMERICAN JOURNAL OF. DISEASES OF CHILDREN 


in which enriched rice was first introduced, although enrichment was in effect only during the 
last nine months of the year. There is evidence, of a less conclusive character, of the favorable 
effect of enriched rice upon mortality from all causes and specifically upon mortality from 


tuberculosis. Frepeen, Kansas City, Mo. 


SUPPLEMENTAL VALUE OF CERTAIN AMINO AcIDsS FOR LAMB PROTEIN AND NUTRITIVE 
VALUE OF PRoTEIN IN DiFFERENT Cuts oF Lams. RALPH HoAGLanp, N. R. EL tis, 
O. G. Hankins, G. G. Sniper, and R. L. Hiner, J. Nutrition 43:423 (March 10) 1951. 


The results of these experiments indicate that the protein from the entire carcass of lamb 
is deficient only in cystine or methionine. The addition of the same quantity of either amino acid 
to the diet was equally effective in promoting much more rapid growth and better utilization 


of the lamb protein. FREDEEN, Kansas City, Mo. 


Tue Errect or HEAT TREATMENT ON THE NUTRITIONAL VALUE OF SOME VEGETABLE OILs. 
EarLe W. Crampton, Florence A. FARMER, and F. MARION BERRYHILL, J. Nutrition 


43:431 (March 10) 1951. 


While the results from this series of trials leave no doubt that heat polymerization does 
adversely affect the nutritive value of the oils examined, the mechanism of this damage was 
not elucidated. Digestion studies rule out incomplete absorption as a causal factor. It can 
be postulated that growth inhibition was either the result of some factor in the heated oil toxic 
to the animals or that it was a consequence of the destruction by abnormal products of fat 
polymerization of some necessary dietary component other than fat. 


FREDEEN, Kansas City, Mo. 


Urinary Excretion or EssENtTIAL Amino Acips By HuMAN Susjects Fep Diets Con- 
TAINING PROTEINS OF DIFFERENT BIOLOGICAL VALUE. E. S. Nasset and R. H. Tutty 
III, J. Nutrition 44:477 (July 10) 1951. 


No correlation was found between the biological value of ingested protein and the total 
amount of essential amino acids excreted in the urine. The kidney is evidently extremely efficient 
in the absorption of amino acids from the glomerular filtrate. In absolute amount as well as in 
percentage of the amount ingested, histidine stands out as the exception among the “free” essential 
amino acids in the urine. It accounts for half or more of the essential amino acid excretion. 
The excretion of histidine was significantly greater when the diet contained gluten than when 
it contained whole fresh egg as a source of protein. On the biological-value scale gluten is 
obviously inferior to egg protein, and hence the difference in excretion of histidine may be 
considered another indication of poor utilization of gluten. In considering threonine, the situation 
is reversed, and the excretion of this essential amino acid was significantly greater with the 
diet which contained egg protein. Evidently, moderate deviations in either direction from 
nitrogen equilibrium do not affect the total urinary excretion of the essential amino acids. The 
total amino acid excretion with the protein-free diet was scarcely changed by the ingestion of 
approximately 5 gm. of protein nitrogen. The urinary excretion of “free” essential amino acids 
by adult men and women was determined when the diets contained no protein or small amounts 
of proteins of widely different biological value. No sex differences in amino acid excretion were 


detected. FREDEEN, Kansas City, Mo. 


INTERPRETATION OF THE BAsAL METABOLIC RATE OF CHILDREN OF UNnusuaL Bopy BUuILp. 
ALBERTA ILirF, VirGinta A, LEE, and Ropert C. Lewis, Pediatrics 8:616 (Nov.) 1951. 


In order to study the relative predictive value of six methods of reference frequently used 
to determine the basal metabolic rate of children of unusual body build, an analysis was made 
of 1,584 tests obtained on 953 healthy children, either from the studies of the Child Research 
Council or from studies described in the literature. These children were between 2 and 16 years 
old. Their weight or height, or both weight and height, fell above the ninetieth percentile or 
below tke tenth percentile of all the children of similar age on whom the Council standards 
had been established. 
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The results of this analysis show that the methods of reference of calories per hour referred 
to surface area and of calories per hour referred to weight are reliable for the interpretation 
of basal metabolic rate determinations on children of all six types of body build studied. This 
is also true of calories per hour per square meter referred to age, except in the case of small 
children or dwarfs, for whom high basal metabolic rates are found. Reliance cannot be placed 
upon calories per hour per kilogram referred to age, calories per hour per centimeter referred 
to age, and calories per hour referred to height, either individually or collectively, for routine 
clinical use. However, the deviations in the basal metabolic rates obtained by these less satis- 
factory methods of reference may be of considerable importance in understanding the problems 
of a child of unusual body build. 

Thus, the use of the proper methods of reference based on reliable standards will result in 
trustworthy basal metabolic rates for children of unusual body build. 


From THE AUTHORS’ SUMMARY. 


RELATIONS BETWEEN SLOWED CIRCULATION, OxYGEN DEFICIENCY, AND INTOXICATION IN 
Inrancy. E. Kerpet-Fronivs, F. Varca, J. Vonoczky, and K. Kun, Helvet. paediat. 
acta 6:377 (Nov.) 1951. 


The sequelae of slowed-down circulation in 29 patients with acute exsiccosis were compared 
with 31 control patients with atrophy and 4 with pyloric stenosis. The relationships of slowed 
circulation to oxygen consumption, oxygen saturation of the venous blood, and carbon dioxide 
and nonprotein nitrogen contents were examined. This comparison showed that reduction of the 
volume in acute anhydremia leads to an insufficiency in oxygen and to toxic phenomena because 
the bodily requirement for oxygen in this condition remains at the same level or is actually 
increased. Thus a disproportion exists between oxygen transport and necessary supply. On the 
other hand, in pronounced atrophy and pyloric stenosis, the retarded circulation is still sufficient 
for the reduced metabolic requirements. No disproportion between oxygen transport and 
necessary supply exists despite the slow circulation. Therefore these patients are not “toxic” 
despite their circulatory failure. The observations mentioned above meet several objections 
which can be brought against the “circulation theory” of infantile toxicosis. 


From THE AuTHORS’ SUMMARY. 


Use or Hyprotyzep Protein 1n Toxic AtHreptic Inrants. G. C. Appa and V. 
CasTELNovi, Lattante 21:753 (Dec.) 1950. 


Ten cubic centimeters of a 10% solution of “nutramina,” a hydrolyzed protein, when given 
intravenously daily over a period of two to four days, contribr'ted in overcoming the toxicity 
of infants with acute diarrhea. Hydrolyzed protein also proved helpful in stimulating gains 
in weight by athreptic infants. Hiccrns, Boston. 


CoMPARISON OF PaccHIONI’s FORMULA witH ‘Pantotac.’ C. Crst, Lattante 22:492 (Aug.) 
1951. 


Clinical experience in the use of Pacchioni’s “miscela alimentare B,” a modified milk formula 
chemically similar to mother’s milk, has been very satisfactory. A proprietary preparation, 
“pantolac,” also chemically like mother’s milk, has proved to be an easily prepared and a 


well-tolerated feeding for infants. 


LysozyMES IN THE INFANT’s Nutrition. G. Pott and E. Hotzknecut, Minerva pediat. 3:386 
(July) 1951. 


The lysozymes in the food, the saliva, and the gastric juice of breast-fed infants are not 
destroyed by peptic or tryptic digestion. They remain in the bowel until passed in the feces as 
long as the bowel contents are acid. They will thus afford a good defense against pathogenic 
bacteria. On the other hand, cow’s-milk formulas contain no lysozymes, and such lysozymes 
as come from the saliva and the gastric juice are destroyed by the alkalinity of the bowel con- 
tents. Egg white has considerable lysozyme activity, but egg yolk has very little. Beef has some 


lysozyme activity. Hicerns, Boston. 
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OBSERVATIONS OF FRACTIONATION wWiTH 26% Soptum SULFATE OF SERUM PROTEINS oF INFANTS 
with Toxicosis. E. Grasso and M. Necri, Minerva pediat. 3:403 (July) 1951. 


Duplicate determinations of the serum-protein fractions of infants with toxicosis were made 
using 21.5% sodium sulfate and 26% sodium sulfate. With 21.5% sodium sulfate, the 
results of the analyses indicated in each hypoglobulinemia and hyperalbuminemia. With 26% 
sodium sulfate, some of the analyses indicated a normal globulin/albumin ratio in the serum, 
while in other infants the analyses indicated hypoglobulinemia and hyperalbuminemia. 


Hicerns, Boston. 


Feepinc or INFANTS IN RuRAL Areas. Jost A. Nieto Ferraro, Acta pediat. espafi. 97:57 
(Jan.) 1951. 


Ferraro discusses the feeding of infants in a fairly prosperous rural area in the province of 
Leon. The problem is not economic but educational. Due to the popularity in the last century 
of a starvation diet as treatment for diarrhea a diluted skimmed-milk diet is in many cases the 
sole food used in the first year of life. Respect for tradition and supervision by grandmothers 
are formidable obstacles, but many of the younger mothers are taking advantage of well-baby 
clinics for advice and supervision of their children. More clinics are needed, and more effective 
education of mothers is necessary, but the author feels that rural doctors should take a greater 
interest in this form of education. Auten, Santa Fe, N. M. 


Frepinc or Bovine Serum IN Acute AND CHronic ALIMENTARY DistuRBANCES. Hans E. 
REINLEIN and He_mut H. Geertne, Arch. Kinderh. 140:114 (No. 3) 1950. 


The authors discuss the cases of four patients with alimentary toxicosis who responded favor- 
ably to oral use of bovine serum containing added pancreatin (400 to 500 cc. daily). The rapid 
disappearance of dehydration and toxic manifestations is explainable by the fact that the cystine 
and tryptophan contents counteract the hypoproteinemia. Consequently, this regimen is helpful 
even after other food constituents may have been added. Gorrstetn, Chicago. » 


DIFFERENCES IN BIOCHEMICAL QUALITY OF VEGETABLES GROWN WITH VARIOUS MANURES AND 
THerr ErricieNcy IN THE NUTRITION OF INFANTS. W. CaTEL, Deutsche med. Wcehnschr. 
75: 1337 (Oct. 6) 1950. 


Vegetables were grown on plots prepared with stable manure or with this manure and added 
nitrate, phosphorus pentoxide, and potassium magnesium sulfate. The vegetables grown from 
soil prepared with mixed manure enhanced the gain in weight oi infants and favored hema- 
topoiesis as well as the iron- and vitamin-A content of the serum. Catel also believes that resis- 
tance to intercurrent disease was increased. Amperc, Rochester, Minn. 
Is Ir PerMissip_e To Nurse AN INFANT IN CASE OF PUERPERAL MastitTIs? KirCHHOFF, 

Deutsche med. Wchnschr. 76:1338 (Oct. 26) 1951. 


Of 152 breast-fed infants whose mothers had mild mastitis, 10 became ill. When the mastitis 
was of moderate severity, 19 of 34 became ill, and 3 died. When the mastitis was severe, 11 of 
16 infants became ill, and 5 died. The author concludes positively that an infant should not be 
breast-fed when there is mastitis and that breast feeding should be stopped at once when mas- 


titis occurs. AmberG, Rochester, Minn. 


Vitamins; Avitaminoses 
VitaMIN REQUIREMENTS IN ADOLESCENCE. Harry A. WAISMAN and JuLius B. RIcHMOND, 
J. Pediat. 37:922 (Dec.) 1950. 


The vitamin requirements of adolescents are not known exactly. These authors reviewed 
most of the literature on the subject and suggest that perhaps the requirements may be about as 
follows: vitamin A, 3,000 to 6,000 I. U.; vitamin D, 1,000 I. U.; thiamine, 1.0 to 1.8 mg.; ribo- 
flavin, 0.88 to 1.32 mg.; ascorbic acid, 80 to 100 mg., and nicotinic acid 10 mg. 


MacponaLp, Pittsburgh. 
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VitaMIN E Bioop Levers 1n Inrants. S. W. Wricut, L. J. Fiver Jr., and K. E. Mason, 


Pediatrics 7:386 (March) 1951. 


Newborn infants showed serum-tocopherol levels approximately one-fifth those of the moth- 
ers. During the first six days after birth the serum-tocopherol levels of breast-fed infants 
increased much more rapidly than those of bottle-fed infants. These differences were still evi- 
dent at 1 to 4 and 5 to 8 months of age. Premature infants fed an artificial formula low in 
vitamin E showed a rapid decline in serum-tocopherol levels. These studies confirm and amplify 
other evidence that placental transfer to tocopherol is decidedly limited while mammary transfer 


is much more extensive. From THe AutHors’ SuMMARY. 


R. Deruam, Arch. Dis. Childhood 25:159 (June) 


Scurvy AND TUBERCULOUS PERITONITIS. 
1950, 
Scurvy in a girl nearly 11 years old is described. The patient's previous history included 
tuberculous peritonitis, and this may have had a relationship to the development of scurvy, 
which was chronic and was accompanied by physical and mental retardation. The origin of the 


disease is discussed and the result of treatment described. Weise dibesidiie 


FunctioN AFTER SHock INJection oF Vitamin Ds. Gro Maria Dore, Ann. Ital. 


Pediat. 3:439 (Oct.) 1950. 


The author tested in five normal children the variations of phosphorus, nitrogen, and chloride 
blood levels and of phosphorus, nitrogen, and chloride urinary concentration after a single 
administration of 30 and 45 mg. of calciferol. He observed the following results: (1) increase 
of azotemic level concomitantly with a remarkable increase of urinary nitrogen concentration, 
(2) increase of inorganic phosphoremia and phosphaturia, and (3) slight fall of blood chloride 
(plasmatic, globular, and total), with nonevident variations of urinary elimination. 

The above variations return to the starting values within about one week. Renal function 
seems not to be disturbed by the administration of an unusually large dose of calciferol, while 
there is a powerful stimulation of protein metabolism probably due to a specific action. 


From tHe AutHor’s SUMMARY. 


VARIATIONS OF INORGANIC PHOSPHORUS, CREATINE, AND CAPILLARY AND VENOUS GLYCEMIA 
AFTER VITAMIN-E Dericrency. Paoto Prospert and Francesco RAGAzzint, Riv. clin. 
pediat. 48:763 (Dec.) 1950. 


The authors have studied the behavior of inorganic phosphorus, of creatine and creatinine, 
and of arterial and venous glycemia in 15 children by means of a complete analysis of the 
variations in the hematic levels after treatment with vitamin E orally (100 to 200 mg.). They 
found (1) a decrease in inorganic phosphorus, (2) absence of any of the typical aspects of 
arterial and venous glycemia, with a certain tendency to differential glycemia, and (3) a decrease, 
though less constant, in creatine. 

The authors consider that these results confirm the hypothesis, formerly made elsewhere, that 
administration of Vitamin E strengthens the links between creatine and phosphorus radicals 
through stopping the process of phosphorization necessary to the transformation of glycogen. 
Thus we can also explain the increase of glycogen found in animals treated with vitamin E, as 
well as the increase of phosphagen in the same kind of experiments. 


From THE AuTHoRS’ SUMMARY. 


CRANIOSTENOSIS AND VITAMIN-D-Resistant Rickets. OLGA IMERSLUND, Acta pediat. 40:449 
(Sept.) 1951. 
The finding of signs indicative of the same combination of conditions in mother and child 
suggests a hereditary syndrome sui generis. The hereditary factor or factors responsible for 
this syndrome have given rise, on the one hand, to craniostenosis and, on the other hand, to 


vitamin-D resistance with consequent rickets. vine 
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Hygiene; Growth and Nutrition; Public Health 


Tue Enercy Expenpiture ror Quiet Pray anp Cyciine or Grris 6 to 14 Years or AGE. 
Erne: M. TuHompson, Mary E. R. Bat, Epona M. McIntosu, Grace MacLeop, and Ciara 
M. Taytor, J. Nutrition 44:275 (June 11) 1951. 


Fifty-four determinations of energy expenditure for quiet play and fifty-five for cycling, by 
20 girls, 6 to 14 years old, are reported. It was noted that energy expenditure for both quiet 
play and cycling, expressed as calories per kilogram per hour, decreases with increase in age. 
The same is true of energy expended per centimeter of height in cycling, but for quiet play the 
expenditure is practically the same in the three age groups. Frepeen, Kansas City, Mo.’ 


Tue Enercy Expenpiture or Boys anp Girts 9 to 11 Years or AGE (1) WASHING AND 
Wiprnc Disaes, (2) Boys ENGAGED IN CARPENTRY, AND (3) Grrts Sewinc. CLARA MAE 
Taytor, Orrea Florence Pye, Mary Scuarer, and Wine, J. Nutrition 44:295 
(June 11) 1951. 


In washing and wiping dishes, boys showed a slightly higher energy expenditure than girls. 
It is of interest to note that the boys and girls in this investigation had an average energy 
expenditure per kilogram of body weight for dishwashing approximately 39% above the average 
generally accepted for adults. 

Although the carpentry in which the boys in this study engaged should be considered light 
carpentry, the energy expenditure per kilogram of body weight was slightly higher than that 
generally accepted for men doing heavy carpentry. Likewise, the girls had a higher energy 
requirement for hand sewing than that found for women. This is in line with other studies 
demonstrating the higher energy requirement of children per kilogram of body weight. The 
subjects in this investigation were 10 boys and 8 girls, 9 to 11 years old. 


FREDEEN, Kansas City, Mo. 


GrowtH ANp DevecopmMent or Necro Inrants: LLI. Growrn DurineG tHE First YEAR OF 
Lire as Opservep IN Private Practice. RoLranp B. Scott, W. Warrick Carpozo, and 
Atonzo G. Situ, J. Pediat. $7:885 (Dec.) 1950. 


The authors have established growth curves for the first year of life from Negro infants seen 
in private practice. Differences in infants’ growth curves are dependent upon differences in 
economic environment and not upon differences in race, they conclude. 


Macponatp, Pittsburgh. 


Tue PeptatricIAN AND Pustic HeattH ADMINISTRATION FOR MOTHERS AND CHILDREN. 
Francisco J. Mencuaca, Bol. Inst. internac. am. protec. infancia 23:337 (Dec.) 1949. 


In view of the complexity of the medicosocial problems that influence infant mortality, it is 
considered necessary to utilize some concepts and principles of public health administration for the 
purpose of carrying on the fight on a systematic basis. 

Among the concepts of public health administration that may be borne in mind by the pedi- 
atrician, the following are most important: (a) statistical analysis, (b) coordination of activities, 
(c) work in well-defined sections, (d) decentralization of responsibility, and (e) centralization of 
control, 

It is not a matter of falling into a cold bureaucratic routine but of effecting an integration 
between our experience with the patients and the administrative procedures which may be neces- 
sary, if we wish to change from individual to collective medical service. To love infants, to 
study their problems, and to solve them methodically must be the first and last incentives cf a 


pediatrician. From tHe AuTHor’s SUMMARY. 


Famity SoctaL Work oF ProressionaL TRAINING). ScHROEDER, Bol. 
Inst. internac. am. de protec. a la infancia 23:364 (Dec.) 1949. 


The author sets the following standards for family social work. 1. Family case work should 
be the basis for the training of every social worker. 2. The strength of the marriage and the 
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economical, cultural, and educational capacity of the family must be the object of investigation, 
and social diagnosis the goal that social treatment must attain. 3. The pupil must visit at least 
30 families during her six months’ practice and make a start at constructive work. 4. For the 
preparation of pupils it is advisable for an institution not only to use family social work as a 
means and method but also to recognize it as an end in itself. 5. Family social work does not 
deal with the individual case alone but with groups: It needs the collaboration of organizations, 
such as parents’ and mothers’ associations, social clubs for young couples and engaged persons, 
associations of large families, consulting agencies for problems of family education, and recrea- 
tional associations for families. 6. The social capacity of the social worker must not be a 
technique learned by routine but must be the result of a feeling of human fraternity characteristic 
of those who are social workers by conviction and practice. 


From THe AutHor’s SUMMARY. 


INFLUENCE OF INFANTS WELFARE CENTERS ON MorsipIty AND MorTALITY IN INFANTS. 
KartstrOm, Svenska lak.-tidning. 47:360 (Feb. 17) 1950. 


In the years 1944 to 1948 23,450 infants were born in the province of Varmland, Sweden, and 
of these 21,789 were supervised at infants welfare centers. A study of supervised and unsuper- 
vised sick infants admitted to the children’s hospital of the province showed that rickets and tetany 
were 10 times more frequent, acute respiratory infections 5 times, diarrhea 4 times, and anemia 
3 times more frequent among the unsupervised infants. The mortality rate was seven times 


higher in the latter group. Wattenen Stocthiola: Sweden: 


Prematurity and Congenital Deformities 


INFLUENCE OF MATERNAL AND OssTETRICAL Factors ON Fetat Survivat. J. L. Fitz- 
GERALD, G. N. Ferris, and C. E. TosHacu, Am. J. M. Sc. 222:40 (July) 1951. 


This study concerns 52 premature and 82 mature infants who failed to survive in a series of 
3,751 deliveries. Of this group, congenital anomalies incompatible with life were the designated 
cause of death in 24.6%. The corrected fetal mortality rate, excluding malformations, was 1.8% 
of all mature infants. For the premature infants of all three groups the corrected mortality 
rate was 15.3%. 

Of premature infants, 43% have obstetrical or maternal complications which adversely 
influence their chance to survive. These factors were present in 74.5% of mature infants. 

The authors believe that breech delivery presents the greatest hazard to both mature and 
premature infants. Better psychological preparation of the mother for the onset of labor will 
decrease the need for sedation, to the benefit of the child. Irrespective of the birth weight of the 
premature infant, a child born without the handicap of obstetrical complication or a sick mother 
has an excellent chance to survive. 


Avpers, Philadelphia [A. M. A. Arcu. Neuror. & Psycuiat.]. 


Funnev Cuest (Pectus ExcavatuM) 1n INFANCY AND ApuLT Lire. A. Lincotn Brown 
and Orrin Cook, California Med. 74:174 (March) 1951. 


Funnel chest, unless corrected, may lead to cardiorespiratory distress or psychic problems or 
both. Since operation to correct the deformity is relatively simple if done in infancy and much 
more extensive if done later, early surgical intervention is indicated. If the condition is not 
noted until the patient is beyond infancy, cardiorespiratory studies will aid in determining the 


advisability of operation. Pryor, Redwood City, Calif. 


ELECTROENCEPHALOGRAPHY OF THE NEWBORN INFANT: VI. StuDIES ON PREMATURE INFANTS. 
J. G. Hucues, Bittre Camp Davie, and Marjorre LEAK BRENNAN, Pediatrics 7:707 
(May) 1951. 


A report is given concerning normal electroencephalographic patterns of premature infants 
in the first days of life. Thirty-one electroencephalograms on 22 premature babies constitute 
the basis of the report. 
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Three main frequency bands were noted: waves of 2.5 to 4 cycles a second, which usually 
appeared singly with amplitudes of 45 to 80 #v.; waves of 5 to 7 cycles a second, occurring in 
episodes of 1 to 1% seconds with amplitudes of 25 to 40 #v., and frequencies of 11 to 15 cycles 
a second, which appeared in episodes of % to 244 seconds with amplitudes of 10 to 20 sv. 
The 11-to-15 cycle waves appeared more consistently than did the other frequencies observed 
and were usually more prominent in the frontal region. 

These findings indicate that in premature infants cortical electric activity from the frontal 
region is better developed in regard to frequency, amplitude, and rhythm than are the brain 
potentials from other areas of the cortex. This observation is contradictory to what would 
be expected from consideration of the embryonic maturation of the human cortex. 


From THE AUTHORS’ SUMMARY. 


Tue Premature Basy. J. L. Wappy, Clin. Rep. Adelaide Child. Hosp. 2:48 (May) 1951. 


Experiences in 1950 at the Mareeba Babies Hospital are summarized. Treatment, mortality 
rates, and facilities for the care of premature infants are discussed. Among 99 premature babies 
there were 34 deaths during the year, a rate of 34.2%. The figures are thought to be unduly high, 
partly because many of the babies are transported from some distance and many were sick on 
arrival. The author feels that premature babies should not be transported before they are 


24 hours old. McGuicGan, Evanston, II. 


CrREVELD SyNDROME, IGNAzIo GaTTO, Helvet. paediat. acta 6:437 (Nov.) 1951. 


The syndrome of dyschondroplasia, polydactylism, ectodermal dysplasia (alterations of nails 
and hair), and congenital heart disease presents a uniform clinical entity which may be designated 
as the Ellis-van Creveld syndrome, after the authors who first described it. In isolated cases 
one or another symptom may be absent, or new ones may appear. For instance, in our case 
changes in the hair were missing; on the other hand, psychic and sexual underdevelopment was 
apparent. The syndrome is probably inherited on the basis of a recessive monomeric charac- 
teristic, showing a varying frequency of particular symptoms. 


From THE AUTHOR'S SUMMARY. 


New CAse or FAMILIAL PacnyDERMA (CutTIs VEeRTICIS GYRATA) WITH PACHYPERIOSTOSIS 
OF THE EXTREMITIES VERIFIED ANATOMICALLY. A. FRANCESCHETTI, R. GILBERT, D. 
Kern, and P. WettsTe1n, Schweiz. med. Wehnschr. 79:1301 (Dec. 9) 1950. 


The patient, 43 years old, showed characteristic apposition of bone without increase in length 
and characteristic changes in the skin (including “bulldog” scalp). A good description of the 
ailment is given. The first changes occur between the ages of 14 and 18, and hereditary origin 


has been seen rather frequently. 


Sirus Inversus Totatis: DraGNostic Errors IN VISCERAL TRANSPOSITIONS. D. MANUEL 
Tontorra Peon, Acta pediat. espafi. 8:1319 (Nov.) 1950. 


Case histories are given of three children with visceral transposition which was diagnosed as 
intussusception, intestinal obstruction, and congenital heart disease, respectively, but which proved 
to be congenital situs inversus totalis. The author states that in every child called a blue baby 
at birth at least dextrocardia should be considered, along with possible transposition of other 
viscera in the abdomen, Another diagnostic sign to watch for is left-handedness with marked 
lower descent of the right testicle and no descent of the left testicle. Other congenital anomalies 
and deformities are frequently associated with this condition. 

Peon also suggests that whenever there is a question of major surgery, transposition should 
be considered, because in many cases this condition simulates acute pulmonary, abdominal, and 
cardiac conditions in children. 

The patient should be given a medical certificate stating that he has this anomaly, and he 
should carry the certificate with him at all times to prevent future diagnostic errors. 


ALLEN, Santa Fe, N. M. 
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Hypertetorism COMBINED WITH PoLyDACTYLISM, HYPERPHALANGISM, AND Digit Spat- 
ULAFORMES. D. P. R. Keizer, Maandschr. kindergeneesk. 18:373 (No. 10) 1950. 


The author reports the case of a 7-year-old girl with a previously unknown congenital mal- 
formation consisting in hypertelorism, hyperphalangism, supernumerary fingers and toes, and 


spatular fingers. VAN CREVELD, Amsterdam, Netherlands. 


Newborn 


Soprtum SULFACETIMIDE FOR THE PROPHYLAXIS OF GONORRHEAL OPHTHALMIA NEO- 
NATORUM. J. Epmunp Bicxet, J. Pediat. 37:854 (Dec.) 1950. 


On the basis of a study of 1,907 infants, Bickel suggests that a 30% solution of sulfacetamide 
sodium is effective in preventing acute infectious gonorrheal conjunctivitis (gonorrheal ophthalmia 
neonatorum). In his study, this solution produced less chemical conjunctivitis than 1% silver 


nitrate. MACDONALD, Pittsburgh. 


Perroratep Gastric ULCER IN A NEWBORN INFANT. Lypia T. Wricut and Beatrice E. 
Scott, J. Pediat. 37:905 (Dec.) 1950. 


The authors report the case of an infant who became cyanotic the day after delivery and 
died on the fifth day. Necropsy disclosed a perforated ulcer of the stomach. The mother was 
preeclamptic and syphilitic. She had received penicillin, bismuth, and oxophenarsine hydro- 
chloride. The authors see no definite connection between the maternal history and the infant's 


ulcer. MacponaLp, Pittsburgh. 


THROMBOCYTOPENIA OF THE NEWBORN. RayMonpd J. LaDrigere, South. M. J. 44:355 
(April) 1951. ‘ 


The case is reported of an infant in whom purpuric manifestations developed on the first day 
of life. These cleared spontaneously within about eight days. The bleeding time was prolonged. 
The platelets, initially 130,000 per cubic millimeter, fell to 46,000 and did not rise to 160,000 until 
the infant was 17 weeks old. The mother had had a splenectomy because of essential thrombo- 
cytopenic purpura two and one-half years before the infant was born. This is the eighth reported 
case of an infant with this condition born of a mother with thrombocytopenic purpura. 


Locan, Rochester, Minn. 


Tetanus NeonatoruM. D. B. Jetyirre, Arch. Dis. Childhood 25:190 (June) 1950. 


The author discusses the etiology and clinical picture of tetanus neonatorum in Ibadan, 
Nigeria, with a brief review of 25 cases. An unusual case of chronic tetanus neonatorum, compli- 


cated by anemia, inanition, and an aerocele, is reported. Kutev. Mileteins 


OsTEOMYELITIS IN THE NEWBORN. JOHN THoMsON and Ian C. Lewis, Arch. Dis. Childhood 
25:273 (Sept.) 1950. 


The authors report four cases of neonatal osteomyelitis occurring in immature infants. These 
cases are divisible into two clinical groups, one relatively mild, the other severe and carrying 
considerable risk to life. The potential danger from micrococcal skin lesions in the neonatal 
period and the particular susceptibility of immature infants are stressed. Attention is drawn 
to a probable increase in the number of patients with disability following neonatal osteomyelitis 


who may be seen in orthopedic clinics. Ketty, Milwaukee. 


Tue Errects or NEONATAL ASPHYXIA ON PHYSICAL AND MENTAL DEVELOPMENT. W. A. 
B. CamMpsBELt, E. A. CHEESEMAN, and ANNE W. Kitpatrickx, Arch. Dis. Childhood 
25:351 (Dec.) 1950. 


After due allowance for relevant concomitant factors, the authors found that, with only one 
exception, there was no significant difference in the average physical measurements (height, 
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weight, inspired chest measurements, and chest expansion), in hemoglobin levels, or in intelligence 
distributions between a group with asphyxia and a control group. The exception occurred in 
the comparison of mean chest measurements of first-born boys: The mean for the group with 
asphyxia was just significantly less than that for the control group. 

A brief review of other investigations on this subject is included. Contrary to the general 
impression that most other studies give, the present data and analysis do not support the hypoth- 
esis that asphyxia neonatorum is a common cause of later mental or physical retardation. One 
investigation (McPhail and Hall, 1941), conducted in a way similar to the present inquiry, led 
to similar results with reference to intelligence rating. KELLY, Milwaukee. 


Hemorruacic DiszAsE OF THE NEWBORN PRESENTING AS UNILATERAL Proptosis. I. 
Kesset and C. G. Wittiams, South African M. J. 25:126 (Feb. 24) 1951. 


Two cases of hemorrhagic. disease of the newborn are presented in which the only abnormal 
physical sign was exophthalmos (proptosis) of one eye due to orbital hemorrhage. 


McGuican, Evanston, 


Fracture or as Birtu Injury THE Newsorn. A. ENZLER, Schweiz. med. 
Wehnschr. 48:1280 (Dec. 2) 1950. 


In the gynecologic clinic of Basel, 105 fractures of the clavicle were found in 5,630 births 
during 1947 and 1948, that is, 18%. Various aspects of fractures are discussed, such as 
localization and kind of fracture. Only under speciai conditions is it necessary to resort to 
therapeutic measures other than careful handling of the infant. Roentgenograms of the six 
most severe fractures are given with follow-up roentgenograms after one-half to two years, 


showing complete recovery without special treatment. 


TETANUS OF THE NEWBORN. JESUS MARTINEZ FERNANDEZ, Acta pediat. espafi. 9:840 (July) 
1951. 


The author states that, although tetanus has become a rare disease, there are places and 
conditions in which it still exists. He describes the clinical course, treatment, etc., in a newborn 
infant whom he saw in a remote village on the eighth day after birth. The family had noticed 
nothing unusual except that the baby held his jaws tight and could not be fed. Despite treatment 
with antitoxin, antibiotics, nasal feedings, etc., the child died within three days of the initial 
presenting symptom. Although the family said aseptic precautions were observed by the attending 
midwife, the portal of entry was the umbilical cord. 
SMALLPOX VACCINATION IN NEWBORN INFANTS. PROSPERO ARRIAGADA, Rev. chilena pediat. 

22:323 (Aug.) 1951. 


Smallpox vaccination by multipuncture was successful in 76% of 266 newborn infants. This 
percentage was as high as 100% when the mothers were not immune. It seems, then, that absence 
of immunity in the mother means a like condition in the offspring. On the other hand, maternal 
immunity produces immunity only in a very low percentage of newborn infants. Therefore, 
from a practical standpoint, no newborn should be considered immune. 

Although severe complications of vaccination are rare at this age, vaccination is not recom- 
mended unless there are peculiar epidemiologic conditions, because of the frequent occurrence 
at this age of encephalopathies which might be difficult to differentiate from true vaccinal 


encephalopathies. From tHe AutHor’s SUMMARY. 


ALLEN, San Francisco. 


DiaGNnosis OF INTRACRANIAL HEMORRHAGE Dve TO BirtH Trauma. G. SCHUETTE, 
Monatsschr. Kinderh, 97:295 (Sept.) 1949. 


The quotient of serum bilirubin/cerebrospinal bilirubin was found to be a reliable diagnostic 
aid in intracranial birth hemorrhage. Cerebrospinal bilirubin was elevated when such trauma 
had occurred. The validity of this method was proved by subsequent autopsy findings. 


HARTENSTEIN, Madison, Wis. 
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M. Mevunter, Acta 


Curep CUTANEOUS RETICULOENDOTHELIOSIS IN A NEWBORN INFANT. 
pediat. belg. 3:149 (No. 3) 1949. 


A one-month-old child showed a bluish macular eruption beginning in the face and spreading 
to body and extremities. No enlargement of lymph nodes, liver, or spleen was noted. At biopsy 
nodular and trabecular infiltration of the dermis with lymphoblastic cells, resembling monocytes, 
fibrocytes, and histiocytes, was seen. The blood count showed marked leucocytosis (72,000 
white blood cells) with 81% lymphocytic elements, of which about one-half were abnormal forms 
(blasts). When the child was about 3 months old, the skin lesions had disappeared and the 
blood count returned to normal. The child was observed for over one year and showed no 
recurrences and a normal development. 

The author discusses the diagnostic possibilities, such as reticuloendotheliosis with lymphatic 
reaction of the blood, a lymphatic leukemia with skin manifestations, or simply violent and 
temporary imbalance of the newborn blood system. Gtaser, Jerusalem, Israel. 


TRANSFUSIONS IN FetaL EryTHROBLASTOSIS. J. PENIAZKA, Pediat. listy 5:82 (No. 2) 
1950. 
Eight cases of hemolytic disease of the fetus (fetal erythroblastosis) are reported. In six 


of them exchange transfusion has been performed, four successfully and two unsuccessfully. 
In one case postmortem examination disclosed an extensive cerebral hemorrhage. In the other 
case, that of a premature infant delivered by Caesarean section, a general prehydropexic state, 
with severe changes of organs, was found at autopsy. 


From THE AuTHor’s SUMMARY. 


G. M. H. VEENEKLAAS, 


EXPERIENCES IN TREATMENT OF ERYTHROBLASTOSIS FETALIS. 
Maandschr. kindergeneesk. 18:169 (No. 3/4) 1950. 


Forty-five exchange transfusions were performed in 40 patients with hemolytic disease of 
the fetus (fetal erythroblastosis). On five occasions this was done with dying patients who 
died soon afterward. One child died after three days from erythroblastosis. Another, 3 weeks 
old, died presumably from a streptococcal infection, after having been in a continuously favorable 
condition. Forty-three of the donors were males. 

Kernicterus was seen in four patiénts. For those children exchange transfusion was done 
at least twice, on different days. Jaundice and kernicterus vanished within 24 to 48 hours 
after the repeated exchange transfusion. Three of these patients are now more than one year 
old. Two are quite normal; the condition of the third is debatable. One child with severe 
hydrops is alive but is an idiot. All other children are in excellent health. 

The exchange transfusion was done via the umbilical vein of infants up to the age of one week. 
Twenty-eight children were followed clinically and hematologically once a week during the first 
three months and once a month during the next nine months. Without exception an anemia, 
consisting in 5.8 to 5.9 gm. of hemoglobin per 100 cc., developed in six weeks. Reticulocytes and 
Rh-positive red cells in the peripheral blood increased after the eighth week. This phenomenon 
is identical in treated children and in untreated children. The explanation may be that the bone 
marrow in cases of hemolytic disease of the fetus is invariably damaged. The decreased erythro- 
blast count and the increased number of reticulum cells in the bone marrow of erythroblastotic 
babies lead to the same results. 

The sulfobromophthalein sodium excretion in infants with hemolytic disease is often retarded. 
Children with a sulfobromophthalein sodium excretion which is nearly normal are in a more 
favorable condition during the first critical days. This test therefore has a prognostic value. 


From THE AutHor’s SUMMARY. 


Acute Contagious Diseases 
CoMPARATIVE STuby OF THE Rate oF ATROPHY OF SKELETAL ANTERIOR 
RAMISECTION AND ACUTE ANTERIOR POLIOMYELITIS IN THE Ruesus Monkey. R. E. M. 
Bowpen, Bull. Johns Hopkins Hosp. 89:153 (Sept.) 1951. 
The rates of atrophy of the sartorius, gastrocnemius, and tibialis anterior muscles were studied 
in 11 monkeys after anterior ramisection. The rates for all three muscles appear to be similar. 
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The rate of atrophy of the sartorius muscle was studied in 40 monkeys with anterior polio- 
myelitis. Seventy muscles were available for study, and in all animals they were completely 
paralyzed, as judged by clinical tests and sometimes by stimulation of the motor nerve. The 
calculations were based upon an estimation of the weight of the muscle in the normal animal 
at the time of inoculation of the virus. 

Bowden found that the degree and rate of atrophy of the sartorius sail after poliomyelitis 
do not appear to differ significantly from those found after anterior ramisection. 


Avpers, Philadelphia [A. M. A. Arcu. Neuro... & Psycutat.]. 


Errect or Puysicat Activity oN ProGcNnosis or Potiomyeritis. R. M. Avsrecut and F. B. 
Locke, J. A. M. A. 146:769 (June 30) 1951. 


This study was undertaken with the purpose of determining whether the severity of polio- 
myelitis could be ascribed largely to the extent of physical activity at the time of illness. It was 
thought that a positive relation would be of major importance for one could then prevent much 
of the paralysis by keeping the patient in bed during the critical period. 

Two hundred patients from the 1949 poliomyelitis epidemic in Nassau County, N. Y., were 
studied as to their physical activity from three days before to a number of days after the onset 
of illness, and as to the degree of residual paralysis five and one-half to seven months after onset. 
It was found that death and severe paralysis in children are not related to the degree of physical 
activity, either shortly before the onset of illness or at any time during illness. Death and severe 
paralysis in adults may be attributed in part to the degree of physical activity in the meningeal 
Stage. 

Albrecht and Locke point out that age is a major factor in the prognosis of poliomyelitis in 
that adults, irrespective of activity, are more severely affected than children. However, factors 
other than age and activity are of major importance in the prognosis of poliomyelitis. 


Avpers, Philadelphia [A. M. A. Arcu. Neurov. & Psycurat.]. 


Errect TRANSPORTATION ON Severity oF Acute M. B. Braupy and 
S. H. Karz, J. A. M. A. 146:772 (June 30) 1951. 


The harmful effect of physical activity on the severity of poliomyelitis was studied by Russell, 
who found that the amount of physical activity after onset of meningeal symptoms bore a 
direct relation to the degree of muscular paralysis. Hargreaves, in a similar analysis, confirmed 
the conclusions of Russell and showed also that the maximum exertion in one day after the onset 
of meningeal symptoms had a more deleterious etfect on the prognosis of poliomyelitis than the 
total amount of physical activity during the entire period before hospitalization. Recently, 
Horstmann, in an intensive study of 411 cases from three epidemic areas, confirmed the con- 
clusions of Russell and Hargreaves. 

Suspecting that long transportation might also have a deleterious effect, the authors of the 
present report recorded fatality rates for a group of patients with poliomyelitis who were trans- 
ported to the hospital over long distances and the fatality rates for a comparable group of 
patients who were transported short distances. The authors’ results indicate that transportation 
over long distances may be harmful to a patient in the acute stage of poliomyelitis. Whether 
the treatment of patients during the acute stage of poliomyelitis should be decentralized or 
whether the methods of transportation should be improved requires further study. 


Avpers, Philadelphia [A. M. A. Arcu. Neurot, & Psycuzat.]. 


Potassium Dericiency 1N Buspar H. S. Lans, I. F. J. Stem, R. J. 
Becker, A. L. Horne, and K. A. Meyer, J. A. M. A. 146:1016 (July 14) 1951. 


Paralysis of the pharyngeal musculature is frequent and troublesome in patients with bulbar 
or encephalobulbar poliomyelitis, resulting in difficulty or inability to swallow, associated with 
regurgitation. The inability to swallow necessitates intravenous and subcutaneous administration 
of fluids to provide nutrition and to prevent dehydration. Dehydration in patients involves not 
only the problem of water depletion but also that of imbalance of electrolytes. Since patients 
with bulbar poliomyelitis often require prolonged parenteral alimentation, the electrolyte and 
fluid balance of these patients becomes important. 
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Lans and associates studied six cases of bulbar poliomyelitis, three of which are reported 
here in detail. In all cases a pronounced hypopotassemia was found. Treatment of the existing 
deficiency with intravenously administered potassium chloride resulted in a decided improvement 
in the patients’ condition. 

Severe prolonged potassium deficiency can be fatal. This condition, when present in patients 
with bulbar poliomyelitis, may be a contributing factor in the high mortality rate. Proper 
treatment of electrolyte imbalance in these patients is essential and must include adequate potas- 


sium therapy. Avpers, Philadelphia [A. M. A. Arcn. Nevrov. & Psycurat.]. 


HyYPoveENTILATION SYNDROME IN BuLBAR Potiomye itis. S. J. SarNnorr, J. L. WaitTen- 
BERGER, and J. E. Arretpr, J. A. M. A. 147:30 (Sept. 1) 1951. 


The gross irregularity of breathing and the ventilatory inadequacy which may be associated 
are part of the classic picture of bulbar poliomyelitis. When a clear airway has been insured 
and the respiratory defect persists, the latter is then attributable to involvement of the respiratory 
center. The nature of the defect may be apparent clinically in two ways: (1) gross irregularity é 
of the rate and rhythm of respiration and (2) incoordination of the various muscles of respiration. 3 
In addition, a third, and perhaps more important, type of respiratory defect occurs. 

g This third type of respiratory defect in bulbar poliomyelitis, which the authors term the hypo- 
ventilation syndrome, is the subject of this paper. It consists of a decreased sensitivity of the 
respiratory center to the partial pressure of carbon dioxide in arterial blood. This results in 

‘ lowered pulmonary ventilation, which is attributable to a diminished respiratory drive and in 
some ways is analogous to the situation in which the respiratory center has been depressed by 
an overdose of barbiturate. 

Four patients with bulbar poliomyelitis were seen whose respiration was such as to include 
them in the category of the hypoventilation syndrome. It was found that verbal artificial 
respiration can be effectively administered to the patient if he is responsive and is observed con- 
tinuously by competent personnel members, and if it is not required for too prolonged a period. 

The administration of oxygen may possibly be hazardous under these conditions. The poten- 
tial hazards, however, may be readily overcome if any significant diminution of spontaneous 
ventilation is reversed by some means of artificial respiration. 

Electrophrenic respiration may be of help under circumstances in which spontaneous respira- 
tion is inadequate or becomes so after the administration of oxygen. At least one phrenic nerve 
must be uninvolved by the disease if electrophrenic respiration is to be used. 


Avpers, Philadelphia [A. M. A. Arca. Neurot. & Psycurat.]}. 


THE TREATMENT OF SCARLET FEVER WITH PENICILLIN G ADMINISTERED ORALLY THREE 
Times A Day. Lourts WEINSTEIN and THomas S. Perrin, J. Pediat. 37:844 (Dec.) 1950. 


The authors studied 356 patients with scarlet fever. These patients were treated with 
senicillin orally if the duration of infection was less than 48 hours and if no previous antibacterial 
therapy had been given. A buffered preparation of penicillin, 150,000 units administered every 
eight hours for 10 days, was effective in eradicating Streptococcus pyogenes from the respiratory 
tracts of these patients. This treatment reduced the incidence of suppurative complications 
almost to zero, although probable carditis was observed in three cases. No patients showed 


signs of drug sensitivity. MAcDONALD, Pittsburgh. 


THE INCIDENCE OF A NORMAL SPINAL FLUID IN ACUTE Potiomye itis. Epira E. NicHoLts, 

J. Pediat. 37:894 (Dec.) 1950. 

The diagnosis of acute poliomyelitis should be made from clinical observations with the aid 
of spinal-fluid findings. However, one should remember that poliomyelitis may occur with 
characteristic signs and symptoms but with normal count of spinal-fluid cells and protein. In 
this report, 43 (13.8%) of 320 patients with poliomyelitis had normal spinal fluid. 
Pittsburgh. 
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GASTROINTESTINAL Lesions IN BuLBAR Potiomyetitis. C. D. Cook, J. R. Hartmann, S. 
J. Sarnorr, and W. BerensperG, Pediatrics 7:415 (March) 1951. 


The cases of*five patients with acute bulbar polioencephalitis (bulbar poliomyelitis) complicated 
by gastrointestinal perforation and/or hemorrhage are reported. A detailed case report is given 
for the one patient who recovered. An electrophrenic respirator was instrumental in maintaining 
this patient's respirations, and massive blood transfusions were used in preventing shock from 
intestinal hemorrhage. 

Gastrointestinal complications of acute bulbar polioencephalitis appear to be more frequent 
than previously realized. A relationship between midbrain damage and gastrointestinal lesions, 
as emphasized by Cushing, occurring during the course of acute bulbar polioencephalitis, is 


postulated. From THE AuTHoRs’ SUMMARY. 


THE MANAGEMENT OF Pertussis. RicHarp W. BLumBerG, South, M. J. 44:350 (April) 1951. 


In spite of the use of immunization procedures, whooping cough continues to be responsible 
for a high mortality and morbidity rate among children. Infants under the age of 3 months still 
are not protected by these procedures. In questionable cases diagnosis musi be established by 
bacteriologic methods. Material is best secured by nasopharyngeal swabbing. Flosdorf and 
Strean methods of testing skin reactions are mentioned, but not enthusiastically. The author 
advocates the use of aureomycin, chloramphenicol, or terramycin in dosages of 50 to 100 mg. 
per kilogram of body weight daily for 5 to 10 days. The dose is to be divided into four equal 
amounts four times a day. General measures, such as good nursing care, use of oxygen, and 
aspiration of the respiratory tract must not be neglected. The use of hyperimmune serum is 


sometimes of value. Locan, Rochester, Minn. 


Wuoop1nc CouGu Epipemic AN UrBAN Native Location. H. T. South African 
M. J. 25:110 (Feb. 17) 1951. 


One hundred three cases of whooping cough occurred in a native community. Study revealed 
that the incidence in vaccinated children was 2.1%, while it was 9.9% in unvaccinated persons. 


McGutiean, Evanston, Ill. 


Mumps Encepuacitis Witnout Parotitis. H. Morr and L. Hot_anper, Helvet. paediat. acta 
6:428 (Nov.) 1951. 


A case of mumps meningoencephalitis without detectable parotitis is reported. A 6%4-year- 
old boy became ill, after contact with a person who had mumps, with a mononuclear meningitis 
and grave encephalitic manifestations. After a long period of semiconsciousness, he made a 
complete recovery. Study of the mumps complement-fixation reaction revealed a weakly positive 
precipitation with the V antigen. A parallel investigation in cases of mumps meningitis without 
parotitis and cases of epidemic parotitis revealed weakly or clearly positive results with the 
complement fixation reaction. In control cases without mumps reactions were not always 
negative, but the titer remained always low. The complement fixation reaction is a valuable 


help in diagnosis, From THE AuTHOoRS’ SUMMARY. 


Some CONSIDERATIONS ON IMMUNIZATION AGAINST PoLiomyeLitis. D. Gort1, Clin. Pediat. 
32:528 (Oct.) 1950. 


Building up an immunity appears to be the most hopeful means of controlling poliomyelitis, 
especially since chemotherapy in this disease is very likely to lead to added damage to the nerve 


cells. Boston. 


TREATMENT OF DipHTHERIA CARRIERS WITH PENICILLIN AEROSOL IN PoLioMyYELiTiIs. M. 
ScaRZELLA and G, P. SorMANO, Riv. clin. pediat. 47:142 (Feb.) 1949. 


The authors have treated with penicillin aerosol 15 diphtheria convalescents and 5 healthy 
carriers. They obtained sterile results, after a time varying from five to nine days, in 94% of 
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the first group, and in only 60% of the second group. They are not able to give definite con- 
clusions because of the small number of patients treated. Nevertheless it is thought that this 
treatment offers numerous advantages and is worth adopting on a large scale. 


From tHe AutHors’ SUMMARY. 


Strepromycin IN DipHtHerta. ALvARO Mast, Riv. clin. pediat. 49:761 (Oct.) 1951. 


The author reports favorable results obtained in experimental diphtheria in guinea pigs 
through the use of streptomycin. He also reports on a clinical case of pharyngeal diphtheria 
treated and cured with streptemycin. 


From THE AuTHOR’s SUMMARY. 


Resutts oF VAccINATION AGAINST DipHTHERIA. ELorpi, Crespo SANTILLANA, and Fatcon, 
Acta pediat. espafi. 8:1413 (Dec.) 1950. 


-The authors, who are public health officials, discuss mass vaccination against diphtheria 
and draw the following conclusions: 1. It has proved effective in prevention of the disease in ait 
epidemic form. 2. Vaccination should be done before one year of age. 3. Combined diphtheria, 
whooping cough, and tetanus vaccination should be the method of choice. It should be done in 
° child health centers because of the greater ease of control in completing immunizations. 4. If 
it is impossible to give the three immunizations together, alum-precipitated diphtheria toxoid 
should be used. This requires two injections with a month’s interval between them. 

The mass Shick test is of no value from the public health standpoint. All children who have 
been given antitoxin because of exposure to the disease should be given the immunization six 
weeks after the last injection of serum. Reimmunization should be done every five years, and 
there are practically no contraindications. Auten, Santa Fe, N. M. 


PropHYLAXIS AND THERAPY OF Potiomyetitis. H. Petre and R. C. Benrenp, Deutsche med. 
Wehnschr. 75:1288 (Sept. 29) 1950. 


Since the therapy of poliomyelitis is disappointing, efforts at prophylaxis are important. 
Avoidance of any physical exertion in the early stages of the disease may diminish the incidence 
of paralysis. Strict limitations of activity are demanded upon suspicion of the disease, particu- 
larly at times of an epidemic. 


AmperG, Rochester, Minn. 


ANTIBIOTIC THERAPY IN Wuoopinc CovcH: A Hunt For Practice. B. pe Rupper and 
' M. Geruarpt, Med. Klin. 46:941 (Sept. 7) 1951. 


Infants in the first year of life, of whom about 30% were not over 3 months old, were treated 
with streptomycin. The results were compared with the outcome in a similar age group before 
antibiotic treatment. Of 318 control patients, 17.6% died, and of 101 infants treated with strepto- 
mycin, only 6% died. Infants in the first group who were admitted to the hospital free of ; 
pneumonia numbered 201. In 20.7% of these pneumonia developed, and of these 42% died. After Se 4 
treatment with streptomycin was initiated, pneumonia developed in 7.6% of 66 infants, and _ 
none died. Babies with pneumonia received, in addition, other remedies, including sulfonamides 
and penicillin. The average duration of the disease before streptomycin medication was used 
was 11 weeks, and since streptomycin has been used it is 4 weeks. A number of cases was 
treated with chloramphenicol but not enough for evaluation. 


AmBeERG, Rochester, Minn. 


AUREOMYCIN IN A COMPLICATED CASE OF MuMPs IN AN AbULT. E. SCHMUTTERMEIER, W. 
Swosopa, and O. THALHAMMER, Wien. klin. Wchnschr. 62:979 (Dec. 29) 1950. 


In a 29-year-old man a double-sided orchitis developed as a complication of epidemic parotitis 
with high fever. The response to aureomycin therapy was quick and striking. The case is 
reported to provoke further tests with aureomycin in complicated cases of mumps. 


AmBERG, Rochester, Minn. 
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STREPTOMYCIN TREATMENT OF WHoopING CouGu. G. HACKZELL, Svenska lak-tidning. 47:1181 
(May 19) 1950. 


Six infants, 34% weeks to 16 months old, suffering from whooping cough with pulmonary 
complications, were successfully treated in 2 to 4 weeks with streptomycin in dosages of 0.3 to 
0.75 mg. daily (total 9 to 16.9 mg.). There were no toxic reactions. 


WaLtcren, Stockholm, Sweden. 


GANGRENE OF THE Lec IN Scartet Fever. J. G. F. Berne, Maandschr. kindergeneesk. 18:55 
(No. 2) 1950. 


Severe postscarlatinal gangrene in a 5-year-old girl is described. Amputation of the left leg 


Was mecesenry. From THE AuTHOR’s SUMMARY. 


REVACCINATION AND ANTIHEMAGGLUTININ Propuction. W. A. Cottier and F. H. Meyer, 
Nederl. tidschr. geneesk. 94:1841 (July) 1950. 


During an epidemic of smallpox in Indonesia many inhabitants were revaccinated four or 
five times. A deleterious effect of frequent revaccination on the antibody production was feared. 

Collier and Meyer immunized guinea pigs by vaccinia vaccination and revaccinated them one 
month later. Different amounts of vaccine were used. A control group was vaccinated once. 
Antihemagglutinin titers of the sera rose higher and more rapidly upon revaccination. Use of 
higher concentrations of the vaccine produced better results. By applying five revaccinations at 
one week intervals, regular increase in the antibody titer was obtained. 

If humans react in the same way, frequent revaccinations not only are harmless, but are to 
be recommended for those who have had contact with smallpox. 


VAN CreveLp, Amsterdam, Netherlands. 


STREPTOMYCIN IN TREATMENT OF Wuoopinc Coucn. Z. N. Kroociikova, Pediatriya 2:20 
(March-April) 1951. 


This article is based on experiments done at the Department of Infectious Diseases of the 
Pediatric Institute and the Whooping Cough Clinic. The author reports that streptomycin was 
particularly effective when given in the early stages of whooping cough if the disease was 
uncomplicated by other conditions. 

Fifty children with whooping cough were treated with streptomycin, and the patients were 
classified in groups according to age and type of symptomatology, as follows: (1) whooping 
cough with no complications, (2) whooping cough with tuberculosis, (3) whooping cough with 
dysentery, and (4) whooping cough with influenza. In the uncomplicated group (1) streptomycin 
was effective in 16 of 19 children. Most of the children were treated in the early stages of the 
disease. The effect became noticeable from the third to the eighth day after initial treatment, 
and the symptoms diminished rapidly. The second group, whooping cough with tuberculosis, 
included children from 6 months to 8 years old. The author states that whooping cough 
ordinarily increases the tuberculous process. Also, these patients are known to have whooping 
cough with increased severity, regardless of the age of the patient or the stage of illness. 
Streptomycin proved to be effective in any stage, and the effects were rapid. In the third group, 
whooping cough with dysentery, which included children from 6 months to 2 years old, strepto- 
mycin had very little or no effect. In children with whooping cough and influenza or pneumonia 
(group 4), aged 4 to 22 months, streptomycin had no effect. 

The author presents the following conclusions: 1. Small children or infants respond best to 
streptomycin if whooping cough is uncomplicated by other conditions. 2. Streptomycin is also 
effective in whooping cough with tuberculosis at various stages of the disease. 3. Streptomycin 
is not effective when the disease is complicated by dysentery. 4. In whooping cough with 
influenza and pneumonia the poor effect is due to the fact that, even in the genesis of early 
pneumonia, the action of streptomycin is primarily against Hemophilus pertussis. 


Bover, Los Angeles. 
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Acute Infectious Diseases 


PrenaTaL Muttipte IMMUNIZATION. PuHitip Cowen, HERMAN SCHNECK, and EMANUEL 
Durow, J. Pediat. 38:696 (June) 1951. 


The data preesnted here indicate that when women were immunized with multiple vaccines 
in the last trimester of pregnancy at least 80% responded with high titers of antibodies against 
diphtheria, whooping cough, and tetanus. Similar results were obtained with influenza vaccine. 
These protective titers were quantitatively and passively transferred to the newborn infants, 
in whom they persisted for three months or more. Reactions in the mothers were more severe 
with fluid vaccines than with the alum-precipitated vaccines and less severe when diphtheria 
toxoid was omitted from the combined vaccines. No serious reactions were encountered in 
either mothers or babies. Active immunization should be given to these babies at 3 to 4 months 


of age. MACDONALD, Pittsburgh. 


CoMBINATIONS OF ANTIBIOTICS IN THE TREATMENT OF INFECTIOUS DisEAsES. WILLIAM E, 
WELLMAN, Minnesota Med. 34:537 (June) 1951. 

The author cites several diseases in which he feels that a combination of antibiotics should 

e be used in treatment. Patients with brucellosis are best treated by a combination of aureomycin 

and dihydrostreptomycin. In some cases enterococcal endocarditis can be cured by using a 

combination of penicillin and dihydrostreptoymcin. In cases of bacteremia, peritonitis, and 

meningitis, when the organism is not known a combination of aureomycin or terramycin with 

dihydrostreptomycin is indicated. One should remember that terramycin does not diffuse into 

the cerebrospinal fluid. The author concludes, first, that a definite synergism between penicillin 

and dihydrostreptomycin is established. Second, there appears to be an antagonistic effect 

between penicillin and aureomycin or chloramphenicol. Third, certain bacteria made resistant 

to aureomycin, to terramycin, and to chloramphenicol showed an increased resistance to all 


three but not to dihydrostreptomycin. Stogsses, Minneapolis 


Acute RHEuMATIC FEVER TREATED WITH CorTISONE AND ACTH. Harry L. Smit# and 
ARLIE R. Barnes, Minnesota Med. 34:854 (Sept.) 1951. 


Fourteen patients with acute rheumatic fever were treated with cortisone and corticotropin 
(ACTH). Ten patients were treated with cortisone and four with corticotropin, and the acute 
symptoms were controlled or suppressed in all 14 instances. The temperature returned to normal 
and the joints became symptom free in five days or less. The hormones did not seem te cure 
the disease or shorten the duration. If administration of the hormones was discontinued before 
the disease had run its usual course, the acute symptoms often recurred. These hormones did 
not render patients immune to recurrence of acute rheumatic fever. It was the authors’ opinion 
that early and adequate administration of these hormones will probably prevent or minimize 


permanent cardiac injury in many patients. Srogsser, Minneapolis. 


THe Q-T Intervat RueEvumatic Fever. J. N. Brices and S. A. Doxtapis, Arch. Dis. 
Childhood 26:311 (Aug.) 1951. A 
The Q-T interval was measured in 112 electrocardiograms of 82 children with rheumatic 

fever and of 20 normal controls. The Q-T interval was above the maximal normal limit in 8 

of 68 tracings taken during active rheumatic infection, in 3 of 24 tracings of children with 

inactive rheumatic heart disease, and in none of the tracings obtained from the controls. There 

was a significant difference between the mean Q-T interval of all the children with active or 

inactive carditis and the control group. 
It is concluded that rheumatic infection may prolong the duration of the electrical systole, but 

the degree of this change is such that it is of diagnostic value in only a few cases. 

Ketty, Milwaukee. 
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Tetanus: Report or 2 Cases. H. M. Dovuctas, Clin. Rep. Adelaide Child. Hosp. 2:19 
(May-Nov.) 1951. 


Two patients with tetanus were treated by tracheotomy, one of them being placed in a 
respirator and curarized. Both recovered, and the author feels that tracheotomy is a definite step 
forward in treatment. He considers the usefulness of curare not entirely proved and prefers 
mephenesin (“myanesin”), which controls spasms easily without affecting respiration. 


McGuicGan, Evanston, 


Action oF Para-AMINOBENZzOIC ACID DuRING THE CouRSE OF SALICYLATE MEDICATION ON 
SALICYLATES IN BLoop AND URINE oF WELL AND RHEUMATIC CHILDREN. M. ORLANDELLI, 
Clin. Pediat. $32:145 (March) 1950. 


When paraaminobenzoic acid was administered to either healthy or rheumatic children 
receiving salicylate medication, the salicylate level in the blood increased, although the salicylate 
excretion in the urine showed little change. These increases in blood salicylate did not vary 
in proportion to the paraaminobenzoic acid content of the blood serum. 

Hicerns, Boston. 


Hepatitis AND TypHotp Fever. Luis Gomez Orozco, Bol. méd. Hosp. inf., México 7:547 
(Aug.) 1950. 


The author reports a case of typhoid and jaundice. The question in this case is whether 
the jaundice may be attributed to the typhoid or to a virus infection. Although it was not 
possible definitely to establish the origin from the clinical course and laboratory findings, it was 
thought that the jaundice may have been caused by a virus. 


From THE AuTHOR’s SUMMARY. 


Chronic Infectious Diseases 


Tue Errect oF STREPTOMYCIN ON TUBERCULOUS MENINGITIS. MarTIN G. NITSKY, 
NATHANIEL S. Ritter, and H. M. ZimMERMAN, Am. Rev. Tuberc. 62:586 (Dec.) 1950. 


Three adult patients with tuberculous meningitis were treated with streptomycin intra- 
thecally over periods varying from one to six and one-half months. While this treatment failed 
to produce a cure, postmortem examination revealed the relatively new entity of tuberculous 
meningitis with fibrosis and minimal exudation in the leptomeninges of the spinal cord. This 
appearance was in contrast with an active process of exudation and necrosis in the meninges of 
the brain stem and cerebrum. It is believed that the higher concentration of streptomycin in the 
spinal meninges was responsible for the healing. The favorable effect of streptomycin on the 
disease proces: when an optimum concentration reaches the affected area should stimulate 
efforts to deliver higher concentration to the brain stem and cerebrum. 


Situ, Ogden, Utah. 


TuBeRCcULOUS MENINGITIS CURED WITH STREPTOMYCIN: REPORT OF A CASE COMPLICATED 
BY RENAL AND UrETERAL Catcutus. J. T. Aguiiina, J. A. M. A. 147:560 (Oct. 6) 1951. 


Aquilina reports a case of bacteriologically proved tuberculous meningitis in an American 
Indian who recovered after a long course of streptomycin therapy. The diagnosis of tuberculous 
meningitis was established by culture and guinea-pig inoculation. The patient was alive and well 
three years after the onset of his illness. 

The treatment consisted of 350.8 gm. of streptomycin administered intramuscularly over a 
period of 168 days and of 6.9 gm. administered intrathecally over a period of 85 days. Calculus 
formation was observed as a complication, necessitating pyelolithotomy and nephrostomy on the 
right side and, later, nephrectomy on the left. The only residuals of tuberculous meningitis 
were blindness in the left eye and slight weakness of the left leg. 


Avpers, Philadelphia [A. M. A. Arcu. Neurot. & Psycu1at.]. 
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RESPONSE OF TUBERCULIN SKIN Test TO ACTH anp CorTISONE IN TUBERCULOUS GUINEA 
Pics. Vincent J. Derses, Joun H. Dent, Nerct K. Weaver, and Davip D. VauGHAN, 
Proc. Soc. Exper. Biol. & Med. 75:423 (Nov.) 1950. 


Fifty-one guinea pigs were infected by subcutaneous injection of tubercle bacilli recently 
cultured from patients with active pulmonary tuberculosis. All the animals showed definite 
evidence of the presence of tuberculosis, and in all the animals tested acid-fast organisms were 
found. The animals were divided into three groups of 17 each. One group received daily 
subcutaneous injections of cortisone, begun one day before injection of the tubercle organism; 
the second group was given various doses of corticotropin (ACTH) and cortisone, and the third 
group served as a control, Intradermal injections of 0.005 mg. of purified protein derivative were 
given. The tuberculin reaction in the treated animals did not differ significantly, either grossly 


or microscopically, from that of the control groups. 


TUBERCULOSIS IN A GENERAL CHILDREN’s HospitaLt. AGNEs R. MacGrecor, Edinburgh 
M. J. 58:248 (May) 1951. 


From the other side of the autopsy table of the Royal Edinburgh Hospital for Sick Children, 
Agnes MacGregor reviews childhood tuberculosis. The period covered is 1934 to 1937, the 
total number of autopsies, 2,559. Of these about 14% (355) had tuberculosis, and when tubercu- 
losis was found it was usually the cause of death. Only 1.5% of all patients with tuberculous 
lesions dicd of something else, and in these children with tuberculous lesions incidental to 
another fatal disease, only about 25% of the lesions were healed. The rest were active, and in 
some miliary spread had begun. It would seem that these children were doubly doomed. Had 
they in some way survived, the active lurking tuberculosis waited for them. 

Most deaths were in children under 3 years old, especially in the group from 6 to 18 months. 
Pulmonary tuberculosis was usually the primary lesion. The important secondary lesions were 
miliary spread (287), meningitis (259), and intestinal ulcers secondary to pulmonary lesions 
(69). Tuberculous meningitis was not always secondary to miliary spread. The score in this 
series was as follows: meningitis without detectable miliary spread, 23 cases; miliary spread 
without meningitis, 51 cases. MacGregor supports the controversial opinion that meningitis 
may be caused by direct infection of the subarachnoid from an older focus in the brain or 
meninges and may not be associated with general miliary spread. (Miliary spread and meningitis 
very often accompany each other, but not always.) These foci, not accessible to streptomycin, 


may be responsible for some failures in treatment. Macpona.p, Pittsburgh 


Human ToxopriasMa Inrection. H. Ann. pediat. 175:434 (Dec.) 1950. 


The cases of three patients with congenital Toxoplasma infection are discussed in detail. 
In two patients the infection was recent. One died 25 days post partum; in this case Toxoplasma 
was cultivated from the fluid after animal experiment, and later also from the brain and the 
spleen. In detailed anatomical examinations tissue changes typical for Toxoplasma infection 
were found, and isolated parasites were detected in the retina. 

The second case of flora infection, in a 2-month-old girl, presented the picture of icterus 
accompanied by visceral symptoms. Intensive sulfonamide therapy, actually given because of 
an intercurrent otitis media, seemed to have contributed considerably to the cure. In the third 
patient, a boy 8 years old, nothing remained after a cured infection but a cerebral defect which 
manifested itself in spastic hemiplegia, epileptiform attacks, and mental debility. All three patients 
had chorioretinitis and intracranial calcifications. There was hydrocephalus in two cases and 
microphthalmos in one case. Antibodies against Toxoplasma could be demonstrated in all three 


patients, as well as in their mothers. ree Aursoa’s 


Errect oF STREPTOMYCIN ON VARIOUS Types oF PRIMARY PULMONARY TUBERCULOSIS. 
R. BuLGaReyi, Minerva pediat. 2:189 (May) 1950. 


A clinical and laboratory study of the cases of 155 children with various types of primary 


tuberculosis has been made. HIcGINs, Boston. 
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Use or TrREPONEMIC AND Lipip ANTIGENS IN SEROLOGIC DIAGNOSIS OF CONGENITAL SYPH- 
11s. B. Nunziata, Pediatria 59:540 (July) 1951. 


More positive reactions were elicited in blood of patients with congenital syphilis when a 
treponemic antigen was used than when a lipid antigen was used. On the other hand, in adults 
with acquired syphilis the lipid antigen was the more sensitive. SNeeains Beton. 


Focus or ContaGIon IN Primary Tusercucosis InFrection. JorGce E. Howarp and Raut 
Matte L., Rev. chilena pediat. 21:256 (June) 1950. 


A study was undertaken to demonstrate the source of infection in 985 tuberculous children. 
In 48% of the children the source was found, the mother being the most important individual 
agent, especially among the younger ones. From tHe Avutnors’ SuMMARY. 
DIAGNOSTICALLY AtyPIcAL Cases oF CONGENITAL SypHILis. A. Borscue, Deutsche med. 
Wehnschr. 76:1008 (Aug. 17) 1951. 


Since in the last years of the war and after the war the number of infants with congenital 
syphilis has increased rather considerably, it was considered desirable to call attention again to 
more or less atypical cases. In some persons, clinical manifestations were present while serologic 
reactions were negative. In one case the serologic reaction became weakly positive at the age of 
20 months. It can also happen that clinical symptoms are absent while the serologic reactions 
are positive. A case is reported in which the clinical symptoms were such as to demand a 
diagnosis of congenital syphilis, although further investigation, including serologic tests of the 


parents, proved the diagnosis erroneous. ‘hes Rochester, Minin. 


CEREBROSPINAL FLUIp DiaGNosis oF TUBERCULOUS MENINGITIS, ErIcH HEUCKEROTH, 
Med. Klin. 45: 1425 (Nov. 10) 1950. 


Staining tubercle bacilli in pellicles from spinal fluid was successful in less than 50% of cases 
of tuberculous meningitis. When the pellicle from fluid was obtained by cisternal puncture, 
tubercle bacilli could be demonstrated in all of 34 cases upon first examination. 


AmBerG, Rochester, Minn. 


ToxopcLasMA InFecTion. Horst Juptner, Med. Klin. 46:789 (July 20) 1951. 
This paper gives a rather short but good review of toxoplasma infection. 


AmBeERG, Rochester, Minn. 


ToxopLasMA InFEcTion. E. Cusoni, Wien. klin. Wehnschr. 63:272 (April 13) 1951. 


Various diagnostic measures are discussed, including transfer to animals of infected material. 
It is recommended to use, if possible, mice, guinea pigs, rabbits, and hamsters. The transfer to 
chicken embryo has advantages. Various serologic tests are discussed and evaluated. Skin 
reaction with toxop!asmin and with antigen obtained from the peritoneal exudate of an infected 
mouse or from the chicken chorioallantois is regarded as of questionable diagnostic value. 


AMBERG, Rochester, Minn. 


OCCURRENCE OF MENINGOCOCCAL MENINGITIS IN CHILDREN WITH TUBERCULOUS MENINGITIS. 
K. Cuoremis, N. Zervos, B. KoNsTAntINIDES, and S. PaNtazis, Acta Soc. pediat. hellen. 
3:1, 1949, 


In six children meningococcal meningitis developed during streptomycin treatment for 
tuberculous meningitis, and three of them died. In only one child was the prognosis of the 
tuberculous meningitis definitely unfavorable before the appearance of the second infection. 
It is believed that the inflamed meninges are particularly predisposed to the establishment of 
meningococci, and it is suggested that patients with meningococcal infections should not be 
treated in the same wards with those suffering from tuberculous meningitis. 


Doxtapts, Sheffield, England. 
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COMPARISON OF TUBERCULIN SENSITIVITY DURING AND AFTER TREATMENT WITH STREPTO- 
mycin. D. H. Bezos, Acta Soc. pediat. hellen. 3:17, 1949. 

An intradermal tuberculin test was done on seven children suffering from tuberculous 
meningitis seven days before and 28 hours after a temporary interruption of streptomycin treat- 
ment. In all children the reaction was greater when the use of streptomycin was discontinued. 
Doxtapts, Sheffield, England. 


ABSORPTION, DISTRIBUTION, AND EXCRETION OF STREPTOMYCIN IN TUBERCULOUS MENIN- 

citis. CHarocopos, J. and A. ZApuiris, Acta Soc. pediat. hellen. 3: 193, 
1949. 
Streptomycin levels were estimated in blood, cerebrospinal fluid, fluid of pleural and perito- 
neal effusions, bile, urine, and feces of 49 children with tuberculous meningitis and 19 children 
with other tuberculous disease. In all, 346 determinations were done at various intervals after 
intramuscular, intravenous, intrathecal, and oral administration of streptomycin. The value of 
these determinations for assessment of treatment and prognosis in each treated case is discussed. 


Doxtapts, Sheffield, England. 


Diseases of Blood, Heart and Blood Vessels and Spleen 


THROMBO-EMBOLISM IN CHILDREN. Paut T. DeCamp, ALton Ocusner, and MICHAEL 
De Baxkey, Ann. Surg. 183:611 (May) 1951. 


An analysis of 35 cases of acute thromboembolism in children, occurring at Charity Hospital 
of Louisiana in New Orleans during a 12-year period ending June 30, 1950, is presented. The 
incidence of fatal cases in children is much lower than in the adult. The highest incidence was 
in early childhood. Major precipitating factors are essential for thrombosis to develop in children. 
Newborn infants are particularly susceptible to such precipitating factors as infection, dehy- 
dration, malnutrition, and circulatory stasis. 

Nonseptic peripheral thrombosis was rarely encountered in the series. Visceral thrombosis 
was common. Heart disease was a significant cause of thrombosis in older children. The 
incidence of thrombosis in children has diminished over the 12-year period, primarily because of 
control of infection. The incidence should be further reduced as the principles and techniques of 
hydration, nutrition, and control of infections are applied more vigorously. 


BanTin, Omaha. 


THE SKELETAL LESIONS OF LEUCEMIC CHILDREN TREATED WITH AMINOPTERIN. Fetix E. 
KarRPINSKI Jr. and James F. Martin, J. Pediat. 37:208 (Aug.) 1950. 


Thirty-five children with acute leakemia were included in this study. Osteolysis of the skull 
was observed in six children. Twenty-seven showed lesions of the long bones. The most common 
site for these lesions was at the ends of the long bones. The changes included osteolysis, sub- 
periosteal new-bone formation, and transverse bands of diminished density at the ends of the “1 
bones. These transverse bands were the most common lesions seen. Transverse bands of 
increased density at the ends of the long bones were also seen in five patients. 

There is no certainty that “aminopterin” (4-aminopteroyl glutamic acid, a folic acid antagonist) 
has a specific effect on any of these bone changes. The authors watched one destructive lesion 
disappear in a patient during “aminopterin” therapy. Such lesions may be reversible during 
a remission of the disease, whether it is spontaneous or induced. They believe this to be true 
because they observed new bone lesions develop and old lesions progress in other patients receiving 
“aminopterin,” and there was no correlation between the response of these lesions and the 
clinical and hematological response to the drug. 

The heavy transverse bands of increased density at the ends of the long bones may, they think, 
represent evidence of improvement in the general nutrition of the bone. These bands were 
seen in patients treated with “aminopterin” and in patients untreated. The bands were transient 
and became less prominent as the disease progressed. MacvonaLp, Pittsburgh. 
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Putmonocarpiac Farture. W. F. O’Connett and Y. C. Lee, Pediatrics 7:394 (March) 
1951. 


Pulmonocardiac failure is a syndrome caused by thoracic and/or spinal deformities. It is 
characterized by progressive respiratory difficulty and terminal cardiac failure. Outstanding 
features are diminished thoracic volume due to the deformity, habitual dyspnea, and progressive 
enlargement of the right ventricle. Pulmonary resistance and pulmonary arterial pressure are 
increased. Pathologic findings consist of small lung volume and marked right ventricle hyper- 
trophy and dilatation. Notable is the absence of any significant pulmonary vascular or fibrotic 
change. 

A case occurring in childhood, with severe congenital anomaly of the diaphragm and spine 
and early onset of fatal respiratory and cardiac failure, is presented. 


From tHe AutHors’ SUMMARY. 


CircuLatinc EostnopuiLes HEALTH AND DISEASE. KATHARINE HAIN, Pediatrics 7:408 
(March) 1951. 


A total of 351 circulating eosinophile counts were done on 75 children. The range of 
circulating eosinophiles for 18 normal children was 109 to 359. In 12 patients with nonfebrile 
miscellaneous diseases, the circulating eosinophile counts ranged from 84 to 599, and in 3 patients 
with mild febrile illnesses, from 170 to 341. A possible explanation for the fact that these counts 
fell within the normal range was discussed. 

In 29 patients with acute febrile illnesses the initial circulating eosinophile counts ranged 
from 0 to 97. Serial counts during convalescence on three of these patients are presented and the 
prognostic significance discussed. In 10 patients with various allergic manifestations, there was a 
range of 393 to 2,665. Serial counts for one patient with acute atopic eczema treated with 
corticotropin (ACTH) are presented. 

Serial counts for one patient before and after laparotomy are presented. The responses of 
children with miscellaneous diseases to test doses of corticotropin, epinephrine, and insulin are 


also presented. From THE AUTHOR’Ss SUMMARY. 


ENDOCARDIAL SCLEROSIS: REVIEW OF CHANGING CoNCEPTS WITH REPORT OF 6 Cases. H. 
W. Epmonps and W. B. Seerye, Pediatrics 7:651 (May) 1951. 


Six cases of heart disease are presented. They are representative of a syndrome characterized 
pathologically by hypertrophy of the left side of the heart, thickening of the mural endocardium 
of the left ventricle, and varying distortion of the aortic and mitral valves, and characterized 
clinically by roentgenologically demonstrable cardiac enlargement, nondiagnostic murmurs, and 
sudden death in infancy. The older concept of an inflammatory pathogenesis (so-called fetal 
endocarditis) is rejected in favor of developmental origin of the lesivns. 


From THE AuTHOoRS’ SUMMARY. 


SARCOMA OF THE HEART IN A Cup. E, G. G. Roperts and R. M. E. Seat, Arch. Dis. 
Childhood 26:308 (Aug.) 1951. 


A case of fibrosarcoma of the heart, probably primary, with involvement of bones, lung, and 


other organs is described in a 3-year-old child. era Mileoiies 


GENERALIZED EostnopuHitic GRANULOMA, W. KintzeEN and R. Weser, Ann. Pediat. 
177:329 (Dec.) 1951. 


The authors report two cases of fatal generalized eosinophile granuloma, one in a boy 3% 
months old and one in a man of forty. Generalized eosinophile granuloma may have a fatal 
outcome without showing transitional changes towards a lymphoma (Abt-Letterer-Siwe reticu- 
losis) or towards a lipid histiocytosis of the cholesterol type (Schiiller-Christian disease). At 
present it cannot be ascertained with any certainty what role the adrenal cortex plays in the 
course of eosinophile granuloma. In the second case reported an isolated atrophy of the zona 
glomerulosa in the cortex was found, and the skin showed marked hyperpigmentation. 


From THE AuTHORS’ SUMMARY. 


i 
i 


| 
| 
| 
q 
| 
4 
if 
; 
é 
4 
8 
| 
i 
— 
} 
} 
H 
| 
| 
| 


817 


ABSTRACTS FROM CURRENT LITERATURE 


ELectroPpHoReETic STUDIES ON SERUM PROTEINS OF WELL AND PREMATURE INFANTS. C. 
ImpERATO, Lattante 22:449 (Aug.) 1951. 


Assays were made for albumin and alpha, beta, and gamma globulins in the sera of 36 infants, 
aged between 32 hours and 2 years. During the first few weeks of life, an absolute decrease in 
the total protein and the albumin of the serum was found; during this same period, the alpha 
globulins showed a relative increase and the beta and gamma globulins a relative decrease in 
amounts. There continued to be a gradual decrease in the gamma-globulin content of the serum 
until the infants were between 3 and 5 months old; after this age, there was a progressive increase 
in the gamma-globulin content of the serum. Hicerns, Boston. 


ANOMALIES OF PULMONARY VEINS: DIFFERENT VARIETIES: IMPORTANCE OF ANGIO- 
CARDIOGRAPHY IN DraGnosis. AGusTIN CASTELLANOS, Arch. med. inf. 20:217 (Oct. 
Nov., Dec.) 1951. 


The author calls attention to the frequency of anomalies of the pulmonary veins, and he 
makes a new classification, modifying the terminology introduced by Brody, with the object of 
better depicting the different types or varieties of these anomalies. He also calls attention to 
the value of angiocardiography, especially the levoangiocardiogram, in the diagnosis of several 
> anatomic varieties. By means of angiocardiography, he believes, it is possible to make an 
intra vitam diagnosis of some of the anomalies of the pulmonary veins, even though at present 
many of the varieties may not be benefited by this method of roentgenological exploration. 


From THE AuUTHOR’s SUMMARY. 


Acute GaucHer’s DiseasE IN AN INFANT. Luis BARRERAS, Arch. med. inf. 20:256 (Oct., 
Nov., Dec.) 1951. 


The author presents a case of acute Gaucher’s disease (lipid histiocytosis of the kerasin type) 
in an infant (the second Cuban case). The most evident symptoms were giant splenomegaly, 
hepatomegaly, anemia, malnutrition, and a neurological syndrome (tetanic phase, trismus, crisis 
of the hypertonia of the extremities, and of laryngospasm). Gaucher's cells were demonstrated 
in the material obtained by external puncture of the spleen, and a photomicrograph of these 
findings is presented. Roentgenologic study of the skeleton revealed no abnormalities. Treatment 
with elevated doses of water-soluble vitamin A (“‘aquasol” A), orally or intramuscularly, did not 


modify the evolution of the disease. rae Auracn’s 


G. Damm and E. Frey, Deutsche med. 


TREATMENT OF INFECTIOUS MONONUCLEOSIS. 
Wehnschr. 76:1182 (Sept. 21) 1951. 
Three patients, aged 16 to 20, with infectious mononucleosis with ulcers and membrane 
formation in the throat responded well to terramycin treatment. 


Amperc, Rochester, Minn. 


HeMos.astosis IN CHILDHOOD. V. J. Matuestus, Pediat. listy 6:38 (No. 1) 1951. 


Leukemia in a 3-year-old boy is reported. During the two-year course of the disease the 
main clinical features were recurring thrombocytic and leucocytic crises without any signs of 
hemoblastosis. The disease ended fatally as hemoblastosis with undifferentiated stem cells. 


From THE AUTHOR’s SUMMARY. 


Diseases of Nose, Throat, and Ear 
DeaF-MutTisM IN CHILDREN. E. Fasser, South African M. J. 25:145 (March 3) 1951. 


The author notes that in the vast majority of cases of deaf-mutism, the pathogenesis is genetic 
in origin, with the mutism secondary to the deafness. In a minority of cases the cause is infection 
in the early postnatal period. Rubella in the mother in the early months of pregnancy plays a 
minor and relatively insignificant role. Diagnosis should be made as early as possible, and 
aphasia should be distinguished from deafness. 

Instruction in lip reading, individual tutoring, the use of hearing aids, and social aid in the 
family should be started as early as possible. 


McGuican, Evanston, Il. 
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Curonic NasosinaL AFFECTIONS IN CHILDHOOD. AvuGUsTo LatorRE AGUERO, Rev. chilena 
pediat. 21:409 (Sept.) 1950. 


Chronic disease of the sinuses is frequently found in childhood, although generally the correct 
diagnosis is not made and they are classified as chronic rhinitis. From the pathological standpoint 
one can distinguish three different types of chronic sinus conditions: the hyperplastic form, the 
purulent or bacterial type, and the mixed or hyperplastic-purulent type. 

The hyperplastic form is characterized by a thickening of the mucosa of the perinasal cavities, 
without a concomitant purulent secretion. Apparently, in the great majority of the cases, this 
type is of an allergic nature, and the symptoms are those characteristic of this condition: nasal 
obstruction, rhinorrhea, spasmodic sneezing, and epiphora. The purulent type is characterized 
by an abundant purulent rhinorrhea. This form frequently gives rise to bronchopulmonary 
complications, especially to a chronic bronchitis, due to the fact that the lower respiratory tree 
receives the nasal secretions that descend by the rhinopharynx to the trachea and bronchi, 
especially during sleep. The mixed form is a combination of the above-mentioned forms. 
Diagnosis is based principally on history, anterior and posterior rhinoscopy, puncture and lavage 
of the maxillary sinus, and roentgenologic examination. Sometimes the diagnosis must be based 
on other examinations, such as elimination of contrast mediums or investigation of the eosino- 
philes in the nasal secretion. 

The treatment of the hyperplastic allergic forms should be done by an otolaryngologist in, 
collaboration with an allergist. In the purulent forms treatment should aim at trying to establish 
a proper drainage, relieve nasal obstruction, and eliminate all other foci. Many times these 
purulent forms must be treated as conservatively as possible, trying only to obtain a good drainage 
by simple procedures. Only in exceptional cases and when dentition is practically complete 
(14 to 16 years old) can more radical surgery, such as the Caldwell-Luc or the Ermiro de Lima 
techniques be used. The sulfonamides and antibiotics are of little value in the chronic sinus 
conditions whether administered orally, intramuscularly, or locally, in contradistinction to the 
response in the acute forms, in which the use of these drugs is followed by great improvement. 


From THE AuTHOR’S SUMMARY. 


LARYNGEAL STRIDOR AND HYPERTROPHIED TuyMus. J. A. De La Torre, Bol. méd. Hosp. 
inf., México 7:887 (Dec.) 1950. 


Congenital inspiratory stridor in a 5-months-old boy is reported. Roentgenologic study, both 
plain and with pneumomediastinum, revealed moderate hypertrophy of the thymus. Endoscopy 
disclosed flaccidity of the right arytenoid cartilage and slight tracheal stenosis. Following 
radiation the stenosis disappeared, and there was a prompt and definitive improvement of the 
stridor. A control laryngoscopy showed the persistence of the laryngomalacia. 


From THE AuTHOR’s SUMMARY. 


X-Ray THerapy or ApENOoIDS IN INFANTS. R. CLEMENT, R. Bourpon, and MOULINARD, 
Pédiatrie 38:575 (No. 6) 1949. 

The authors have used x-ray therapy in cases of hypertrophy and infection of the adenoids 
in infants who presented breathing or feeding difficulties for a number of years, and they report 
good results and no damaging effects. They prefer this method to surgery or radium therapy. 
They checked their results by roentgenograms with a radiopaque medium. 


GtaseER, Jerusalem, Israel. 


Otitis 1n SMALL CHILDREN Due To HeMopHiLus INFLUENZAE. GUNNAR BJUGGREN and 
GOsta TuNEVALL, Svenska lak-tidning. 47:433 (Feb. 24) 1950. 


The authors have studied bacteriologically and clinically 178 children suffering from otitis. 
They stress the high incidence of Hemophilus influenzae otitis in children under 3 years of age. 
The otitis usually is successfully treated with sulfonamide compounds and penicillin but has a 
great tendency to relapse, probably due to remaining foci in the nose and its cavities. 


WaALLGREN, Stockholm, Sweden. 
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TREATMENT OF PsEupocrovup. Nits L. MALMBERG, Svenska lak.-tidning. 47:797 (April 6) 
1950. 


A report of 980 patients with laryngismus stridulus (pseudocroup), treated at the Municipal 
Hospitals, Gothemburg, Sweden, from 1938 to 1949, is presented. In 34 cases tracheotomy was 
required and performed, with 15 fatalities. Of 12 operated upon in 1949 only 2 died. The total 
mortality rate was 2%. The importance of intensive treatment with the sulfonamides and 
penicillin, early tracheotomy in severe cases, and careful postoperative supervision is stressed. 
If respiratory difficulties arise after tracheotomy, bronchoscopy with suction should be performed 
and roentgenograms made of the lungs in order to detect or exclude pneumothorax. 


WaALLGREN, Stockholm, Sweden. 


INFLvENzAE B Laryneoitis. JAN Barr, Svenska lak.-tidning. 47:806 (April 6) 
1950. 


Of 421 patients with infectious laryngitis treated between 1939 and 1948 at the Fever Hospital 
in Stockholm, 35 had the type called malign fulminant (acute) laryngotracheitis. Among these 
35 there were 13 with supraglottic edema. In one case Hemophilus influenzae was found. 
Early tracheotomy is recommended. WALtcrEN, Stockholm, Sweden. 


Diseases of Lungs, Pleura and Mediastinum 


ROENTGENOLOGIC PICTURE OF THE HiLus oF THE LuNGs. H. HerzoGc and H. WIssLEr, 
Helvet. paediat. acta 6:406 (Nov.) 1951. 


The normal hilum shadow of sagittal roentgenograms is a summation effect of various 
shadow-casting structures, primarily arteries of the lung. The individual structures are 
recognized by means of stereoscopic roentgenograms and especially by tomograms in thin layers. 
These vessels, which cause the hilum shadow normally, show a great variability in regard to 
thickness, position, and branching, and therefore the extremes within the norm must be taken 
into consideration. Analysis of hilum structures are demonstrated by the authors with the aid 


of several examples. From THe AuTHors’ SUMMARY. 


BrRoncHIAL ForeiGn Bopy. Sercio Fuentes Cruz, Arch. med. inf. 20:263 (Oct., Nov., 
Dec.) 1951. 


The author presents the case of a 6-year-old boy with a foreign body in the bronchus, which 
is considered interesting for the absence of clinical symptoms. The foreign thody, a common nail, 
was 1% in. (3.8 cm.) long and was located in the right bronchus, with the head downwards. 
Extraction was effected in one and one-half minute, with no following complications. The 
localization of the nail was proved roentgenographically, and it did not occasion any valvular 
trouble in the aspiration or expelling of air; consequently there were no symptoms present upon 


i xamination. 
physical examinat From THE AuTHOR’s SUMMARY. 


Diseases of Gastrointestinal Tract, Liver, and Peritoneum 


INTESTINAL OBSTRUCTION ASSOCIATED WITH FiBrocystic DIsEASE OF THE PANCREAS. JAMES 
D. Rocers, H. BaGcGenstoss, JaMEs E. MusGrove, and Rocer L. KEennepy, 
Minnesota Med. 34:1075 (Nov.) 1951. 


Intestinal obstruction in infants with fibrocystic disease of the pancreas may be caused by 
inspissated meconium, by volvulus, by peritoneal bands, and by intestinal stenosis or atresia. 

Until recently ileus due to meconium has generally been a fatal disease of infants, associated 
with pancreatic insufficiency. However, many reports have neglected to observe the existence 
of pancreatic disease in intestinal obstruction of this nature since the condition was first described 
in 1905. Three cases of intestinal obstruction associated with fibrocystic disease of the pancreas 
encountered at the clinic were reviewed. The surgical technique and the plan for postoperative 
care recently developed by Hiatt and Wilson for infants with ileus due to meconium has been 


successful in several patients with this condition. From raz Avruoas’ SumMany 
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ANORECTAL MALFORMATIONS. ANTONIO RIGHINI, Riv. clin. pediat. 49:723 (Oct.) 1951. 


The author, after having considered the embryology of the organs in question, gives his 
classification of anorectal malformations, with an anatomical and clinical description of the various 
types. Various possibilities and the difficulties presented by the diagnosis are discussed, and the 
author describes surgical therapy, criticizing the proctoplastic procedure ordinarily used even 
in more pronounced malformations. In conclusion he describes his experiences with 40 cases of 


anorectal malformations. feom tae Avurnor’s Summary. 


Nervous Diseases 


CasE REPORT AND SURVEY OF BRAIN TUMORS DURING THE NEONATAL Periop. L. ARNSTEIN, 
E. Bouprey, and H. Narrzicer, J. Neurosurg. 8:315 (May) 1951. 


The authors report a case of cavernous angioma of the choroid plexus in a 3-day-old infant. 
Operation was performed, and death occurred on the second postoperative day. 

In a review of the literature of cases of brain tumor occurring during the neonatal period, 
the tumors were found to be more frequently supratentorial than infratentorial, and about half 
of those reported appear to have been gliomas. Hydrocephalus appears to have been the only 
condition common to most of the cases reported in this period, and this was not invariably 
present. All the cases reported showed a uniformly short course and a poor prognosis. 


The presence of tumors during the neonatal period is regarded as supportive evidence for the 
“embryonal-rest” theory of the genesis of certain intracranial neoplasms. The pathologic nature 
of the lesions reported lends further support to this thesis. 


Avpers, Philadelphia [A. M. A. Neurov. & Psycurat.]. 


INTRAUTERINE MENINGITIS AS A CAUSE OF HyprRocepHALUS. R. M. N. Crossy, W. H. 
MosseErG Jr., and Georce W. Situ, J. Pediat. 39:94 (July) 1951. 


This is a report upon a 3-day-old infant with hydrocephalus. The hydrocephalus had been 
seen by roentgenogram before delivery, and it was later confirmed by ventriculogram. Upon 
exploration at the age of 2 months, a thick, spongy, subarachnoid exudate yielded pure cultures 
of Micrococcus pyogenes aureus. The spinal fluid had previously showed a quantitative protein 
content (Pandy) of 123 mg. per 100 cc. and no white blood cells. The authors suggest that the 
inflammatory process was walled off. The suggested cause of the infection was extraction of 
one of the mother’s molars during the third month of pregnancy or maternal upper respiratory 
infections during the sixth and seventh months of pregnancy. Macponatp, Pittsburgh. 


ArRNoLp-Cu1ar1 DEFORMITY OPERATED UPON AND CurRED. P. JosSERAND and R. ANNINO, 
Pédiatrie 38:618 (No. 6) 1949. 


In a child 11 years old who presented symptoms of increased intracranial pressure, an obstruc- 
tion of the flow of spinal fluid through the fourth ventricle by a malformation of the lower part 


of the cerebellum was diagnosed and successfully operated upon. Graser, Jerusalem, Israel 


CEREBRAL SPASTIC INFANTILE PARALYSIS IN CHILDREN: ELECTROENCEPHALOGRAPHIC AND 
PNEUMOENCEPHALOGRAPHIC Stupy. P. Duranp and Linpa Grossi-B1ancut1, Lattante 
22:472 (Aug.) 1951. 


Electroencephalic and pneumoencephalographic studies were made on 10 children with cerebral 
spastic infantile paralysis. In children with focal or generalized lesions, both methods of study 
were useful and revealed remarkable agreement as to the location and nature of the pathology. 
With cerebellar lesions, the results of these tests were usually very uncertain. 


Hicerns, Boston. 
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G. Gert, Riv. clin. pediat. 49:705 (Oct.) 1951. 


After a report on the present status of virus meningitis in relation to the so-called “sterile 
cerebrospinal fluid” meningitis, two cases of benign lymphocytic choriomeningitis are described. 
In these two cases it was possible to reproduce the disease in guinea pigs. A third case of 
meningoencephalitis which ended in death is also reported, but it was impossible, with available 
means, to arrive with absolute certainty at a diagnosis beyond the generic one of virus meningo- 
encephalitis. Histopathological findings obtained from laboratory animals are reported. 


From THE AuTHOR’s SUMMARY. 


Virus MENINGITIs. 


CONGENITAL Spastic PARALYSIS TREATED WITH PARPANIT. TORBEN JERSILD, Acta pediat. 

39:51, 1950. 

A brief account of the chemistry, pharmacology, and mode of action of caramiphen (“par- 
panit”) is given, and four cases of Little’s disease treated with this drug are reported. Three 
of the patients who had extrapyramidal disturbances in addition to spasticity, responded well 
to the treatment, whereas one who had spasticity alone, was not affected. 

Caramiphen treatment does not supersede other treatments of Little’s disease, but in suitable 
cases it is a valuable supplement. Pao tus Scuuany, 


CoRNELIA 


Serious Injuries OF BRAIN AFTER NORMAL FuLt-TerM DELIveERY. 
De Lance, Acta pediat. 39:179 (No. 3) 1950. 
Two further cases are reported, confirming the author’s opinion that a normal delivery at 
full term does not preclude serious intracranial birth injuries. 
From THE AuUTHOR’s SUMMARY. 


TRAUMATIC CHANGES IN THE BRAINS OF SPONTANEOUSLY DELIVERED CHILDREN. C. DE 
Lance and B. Brouwer, Nederl. tijdschr. geneesk. 93:3802 (Nov. 5) 1949. 


Attention is drawn to the fact that traumatic changes in the brain (such as microgyria, 
demyelination, formation of fat cells) occur also in noninstrumental delivery at term. 

The clinical history and pathology in three cases are presented. One patient had lesions in 
the diencephalon. Four other patients showed similar changes in the brain. For one of the 
patients, a boy, the clinical history pointed strongly toward a brain trauma at birth: There were 
drowsiness, opisthotonos and convulsions, and mental retardation. Death followed an episode 
of hyperpyrexia at the age of 10 mouths. Careful examination of the brain, however, did not 
show any traumatic lesion. 

The authors are of different opinions concerning whether the children showing signs of 
intracranial hemorrhages should be operated upon or not. De Lange considered the danger of 
restarting the hemorrhage by puncture through the most lateral part of the fontanel a great 
risk. Brouwer, however, stressed the importance of the possibility of an early diagnosis by 
this method. The systematical removal of blood from the arachnoidal space may preserve the 


cortex from damage. VAN CREVELD, Amsterdam, Netherlands. 


Stupy or CEREBROSPINAL MENINGITIS IN CHILDREN. YUNG-EN Kao, Chinese M. J. 66:683 
(Dec.) 1948. 

Yung-En Kao reports 114 patients with cerebrospinal meningitis. Almost two-thirds of this 
group were under 5 years. Meningococci were found in 105 cases, pneumococci in 8 cases, and 
staphylococci in 1 case. Patients were treated with (1) antimeningococcus serum, (2) antimenin- 
gococcus serum and sulfonamides, (3) sulfonamides, (4) penicillin, and (5) sulfonamides and 
penicillin. Mortality rates were meningococcic meningitis, 19.09%; pneumococcic meningitis, 
75%. The one patient with staphylococcic meningitis recovered. 

Combinations of antimeningococcus serum and sulfonamides and penicillin and sulfonamides 
were equally effective in cases of meningococcic meningitis. Either method was superior to 
the use of sulfonamides alone. Macpvonatp, Pittsburgh. 
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Psychology and Psychiatry 


Tueoreticat Aspects or Frontat Losoromy AND SIMILAR Brain Operations. Pau H. 
Hocu, Am. J. Psychiat. 106:448 (Dec.) 1949. 


Inasmuch as intercurrent diseases often have a beneficial influence on mental sickness, the 
question arises whether frontal lobotomy may not be viewed as a traumatizing factor rather 
than as a specific therapeutic procedure. The answer is that frontal lobotomy and similar 
operations which interrupt cortical connections cannot be replaced by any type of brain 
operation. Venous ligation of the frontal lobe was tried in a number of patients without 
alteration of symptoms. Other operations on various parts of brain yielded little or no relief. 

After a discussion of the psychodynamics of the frontal lobe, Hoch concludes that under no 
other procedure than lobotomy can a permanent block or reduction of the sensory impulses to 
the brain be attained; and in mental disease, although the operation is followed by changes in 
personality, such changes are an improvement over the condition of these patients prior to 
lobotomy. The “don’t care” attitude, day-to-day happy living in equanimity indicative of a 
reduction in the depth of emotional experience, is not necessarily due to intellectual deterioration 
from brain damage, although the possibilities for such a phenomenon cannot be entirely dis- 
missed. Present knowledge is insufficient for full evaluation of the many components which 
make up the personality of even a “normal” individual, and in the psychotic patient the standard 
tests are frequently useless. 

Total return to normalcy of patients with mental aberration is seldom achieved under any 
regimen of therapy. The author observes that even in those patients who show good results from 
psychotherapy many fundamental aspects of their personality organization which were related 
to their mental symptoms remain unaffected by the therapy. Hoch believes that frontal 
lobotomy not only is an important tool in the treatment of clinical mental disorders but is also 
of great theoretical importance. Jar, Omaha. 


Tue CLINICAL MANAGEMENT OF THE MENTALLY RETARDED CHILD AND THE PARENTS. REYNOLD 
A. Jensen, Am. J. Psychiat. 106:830 (May) 1950. 


This is an excellent discussion of the problem of the mentally defective child and the way in 
which the pediatrician may help toward the alleviation of one of the most difficult family 
dilemmas, The approach is sympathetic but realistic. The article should be read in the original 


by every pediatrician. Jaur, Omaha. 


CervicAL ARTERIOVENOUS ANASTOMOSIS IN TREATMENT OF MENTAL RETARDATION, CONVULSIVE 
DisorpeRS AND CEREBRAL Spasticity. CHartes F. McKuann, W. Dean Bexnap, and 
S. Beck, Ann, Surg. 182:162 (Aug.) 1950. 


This operation was designed to increase the arterial blood supply to the cortex of the 
cerebrum through production of an arteriovenous anastomosis between one of the carotid arteries 
and the internal jugular vein, with ligation of the jugular vein proximal to the anastomosis. The 
procedure was undertaken with the thought that there might be present, in some conditions, viable 
brain cells enmeshed in a gliotic process and that the function of these cells possibly could be 
improved by increasing the blood supply to the brain. 

The paper reports the results of the operation in 125 patients. About 35% of children with 
mental retardation, convulsive disorders, and cerebral palsy, and a small percentage of adults 
with cerebrovascular accidents and other complications secondary to cerebral arteriosclerosis 
have shown postoperative benefit. The procedure is still receiving rather extensive trial and 
should be considered as representing a new approach to the problem rather than an acceptable 
and complete solution. Bantin, Omaha. 


Psycuotocic DysruNcTION IN CHILDREN. T. Ropert Jacopson and Heten Gay Pratt, 
J. Nerv. & Ment. Dis. 109:330 (April) 1949. 


The psychologic examination makes possible the evaluation of the qualities of attention, 
concentration, and interests, and of the emotional reactions which interfere with adequate 
adjustment in the problem-solving situation. 
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One hundred fifty school children with academic difficulties were studied over a period of 
two years. Many of the youngsters labeled stupid or mentally defective were found by means 
of the psychobiologic tests to be simply careless, hiding behind the cloak of stupidity in order 
to escape responsibility. The pattern has much in common with schizophrenia in that there is a 
flight of ideas with irrelevant replies to questions—impulsive, unrestrained verbalism leading to 
no particular goal. Mental laziness had become a bad habit unconsciously cultivated as a means 
of obtaining attention on an infantile level of behavior. These children likewise clung to their 
intellectual infantilism in an unconscious hope of maintaining their dependence. 

With proper understanding and gentle but firm guidance and encouragement many of these 
children can be helped toward adequate mental adjustment. Illustrative cases are presented to 
stress the importance of proper diagnosis and therapy. Jaur, Omaha. 


Pepratrics AND CHILD Psycu1aTrRy. ARNOLD GESELL, Pediatrics 4:670 (Nov.) 1949. 


The concepts and procedures of present-day child psychiatry have been largely derived from 
the psychopathology of adults. Clinical pediatrics as a form of preventive medicine, however, 
is chiefly concerned with the protection of normal child development. The conservation of 
mental health begins with the supervision of nutrition and physical welfare. This supervision 
should be broadened to include the mental growth and personality formation of the growing child. 
This can be accomplished through periodic developmental diagnosis and child and parent 


guidance. 
Behavior is the most inclusive index of developmental status. Developmental diagnosis is 
. a pediatric form of clinical neurology which uses graded functional tests of behavior to deter- 


mine the maturity and integrity of the central nervous system. These tests are necessary for the 
diagnosis of normality, and they are indispensable for differential diagnosis of innumerable 
deviations and handicaps, including blindness, deafness, cerebral spastic infantile paralysis, con- 
vulsive disorders, amentia, and retardations. In the severe forms of behavior disorder and disease, 
pediatrics will need the specialized insights and skills of child psychiatry, but developmental 
pediatrics is oriented to the protection and promotion of positive health. Its principles and 
methods must be based upon a clinical science of normal child development. 


From THE AuTHOR’s SUMMARY. 


EFFECT OF THE CAROTID-J UGULAR-ANASTOMOSIS OPERATION UPON INTELLIGENCE. JANE W. 
Kesster, Pediatrics 8:475 (Oct.) 1951. 


The psychologic findings on 33 children after the carotid-jugular-anastomosis operation had 
been performed on them are reported. The results show that almost all the patients improved in 
mental age but only at the same raté, in comparison with the chronologic age, which was evident 
prior to the operation. There was one instance of significantly increased rate, with an I. Q. 
improvement of 18 points, and one instance of significantly decreased rate, with an I. Q. loss of 
20 points. The average difference in I. Q. following surgery was slight and in a minus direction. 

Certain sources of confusion in evaluating intellectual changes are discussed. A change in 
I. Q. within 10 points sometimes occurs with repeated tests for no specific reason beyond the 
measuring error inherent in the intelligence test. The mere fact of improved functioning in a 
child means little so far as evaluating surgical intervention is concerned, since most children are 
still in the process of growth, although it may be slow. Moreover, individual I. Q.’s obtained 
before the chronologic age of 3 years should be interpreted with discretion; this is particularly 
true in the case of spastic children, who, in standard tests, are unfairly handicapped on a purely 
physical basis. 

On the basis of the data reported in this study, the previous claim that “this procedure 
represents the first successful attempt at correction of mental retardation on an organic basis” 
is not justified. Although in previous reports by Beck, McKhann, and Belnap, the concept of 
the I. Q. is used freely in general statements, no statistical facts have been provided. The 
improvement is contradicted by the present author’s findings. There is virtually no evidence in 
this study (significant improvement in one of 33 cases) for crediting the carotid-jugular- 
anastomosis surgical procedure with improvement of the intellect. The majority of the patients 
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herein reported were tested several months after surgery, so that whatever improvement was 
going to occur should have been manifest, according to the statements of McKhann, Belnap, 
and Beck that “improvement usually begins to appear in the retarded children within the first 


two postoperative months. From THE AUTHOR'S SUMMARY. 


Tue Cuitp anp His Drawincs. M. Porot, Pédiatrie 38:19 (No. 1) 1949. 


By means of spontaneous drawings the author was able to determine the mental level of 
children and the basis of their emotional disturbances. By the same means he was even able to 
free a child of some neurotic manifestations by bringing to his consciousness previously obscure 


GaseR, Jerusalem, Israel. 


ResuLts oF TREATING ReTarpeD CHILDREN witH GLuTAmic Acip. O. Minerva 
pediat. 2:483 (Oct.) 1950. 


Twenty-three mentally retarded children, 9 to 13 years of age, were fed glutamic acid for a 
period of six months in daily doses increasing from 4 to 18 gm. Without exception, the children 
showed increased vivacity and accentuation of the tendon reflexes. Intelligence quotients were 
determined before and after the six-month period. On the average I. Q. was increased 0.76 to 
0.92%, the maximum increase being 0.29% and the minimum 0.06%. Similar improvement in 
intelligence was noted by the Vermeylen and the Rorschach tests and by improvement in school 
work. A control group of 21 children who did not receive glutamic acid showed an average 


increase in the I. Q. of 0.76 to 0.77%. Sodus. Boston. 


PATHOGENESIS OF AMAUROTIC Famity Ipriocy. V. Barri and G. Auriccuio, Pediatria 
59:527 (July) 1951. 


A case of amaurotic familial idiocy (Tay-Sachs disease) is reported in a child whose parents 
were second cousins. When the child was given lipocaic, together with choline and methionine, 
there was an increase in the urinary excretion of acetone bodies but no change in the clinical 
symptomatology. The probability that the pathegenesis of the disease is due to a lipid abnormality 


in the brain chemistry is discussed. Hrcors. Boston 
. 


NATURE AND ORIGIN OF MoONGOLISM. SERGIO Lev1, Riv. clin. pediat. 39:171 (March) 1951. 


Critical examination of the numerous theories giving an etiopathogenetic explanation of 
Mongolism showed Levi that none of these theories can answer the various questions involved. 
Moreover, analysis of the commonly presumed pathological factors shows that no one of them 
occurs with such frequency as to be considered really significant. Mongolism seems also to 
occur independently of either normal or abnormal conditions in parents. 

Considering the fact that Mongolism always presents the unpredictable character of an 
exception, and that, except for a few questionable cases, it does not occur in brothers without 
other signs of psychosomatic abnormality and does not recur sporadically in successive genera- 
tions of a family, the author thinks he can exclude the theory that Mongolism may be the 
pathological effect of an abnormal condition in the parents and also that it may be the effect of 
heredodegeneration in the classic meaning of the word. 

Numerous considerations lead to the conception of Mongolism as probably a casual genetic 
phenomenon and to the realization that there is a digressive human type endowed with total 


biological inferiority. From tHe Auruon’s SUMMARY. 


MentaL HyGiene CENTER IN THE DEPARTMENT OF CHILD CARE AT SEVILLE. ARTURO 
San Martin Git, Acta pediat. espafi. 9:804 (July) 1951. 


The author tells of the establishment of a mental hygiene department in the Department of 
Child Care and Education at Seville, Spain. The work they plan to do is to be correlated 
with pediatrics, psychiatry, and education and with the government facilities for the care of 
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abandoned infants and children. Cooperation between visiting nurses and welfare workers is to 
be maintained. Along with the study of neuropsychiatric and behavior problems, the program 
includes study of the normal child and an educational program of prevention of behavior problems. 


ALLEN, San Francisco. 


Bopy Size, SeExvaL Maturity AND MENTAL PERFORMANCE. H. Stirter, Ztschr. Kinderh. 
66:249, 1949. 


The examination of 7,100 children between the ages of 10 and 16 led to the conclusion that 
there was a definite positive relationship between body size, sexual maturity, and intelligence. 


GLaser, Jerusalem, Israel. 


DEVELOPMENTAL RETARDATION IN CHILDREN IN CONNECTION WITH SPEECH DISTURBANCE. 


C. Wepuowtm, Svenska 1ak.-tidning. 45:438 (March 5) 1948. 

The auther reports the cases of three children 3 to 6 years of age who at the first examination 
and testing were regarded as mentally deficient. Later a more specific analysis proved that there ft 
was a marked retardation in language and other psychic functions but that the mental develop- 


ment in itself was normal. WaALLGREN, Stockholm, Sweden. 


Diseases of Genitourinary Tract 
Enuresis. DonaLp A. CHarnock, California Med. 75:421 (Dec.) 1951. 


Enuresis is a symptom rather than a disease. It may occasionally be the result of an organic 
condition, but in most cases it is functional in origin. Organic cases are rather simply classified, 
the diagnosis should not be difficult, and the treatment is fairly well standardized. Functional 
cases, on the other hand, are of a variety of types which tax the physician and the family in 
understanding and treating the problem. 

The author presents some of the known facts about enuresis and discusses the accepted forms 
of therapy. An important requirement is a better understanding and study of the child from 
the medical, psychological, and environmental viewpoint. In this way a more rational therapy 


may be advised. Pryor, Redwood City, Calif. 


IsoLaATED CERVICAL LYMPHOGRANULOMA VENEREUM IN A CHILD. DanieLt RotH and 
RayMOND ScHULICK, Pediatrics 8:489 (Oct.) 1951. 
A case is reported of venereal lymphogranuloma involving a solitary cervical lymph node 
in a 6-year-old boy. The diagnosis was based on hisologic studies and confirmed by a positive 
reaction to injected Frei antigen. Excision of the node followed by chemotherapy apparently 


effected complete cure. From THE AuTHors’ SUMMARY. 


SUPERNUMERARY URETER BLIND AT THE CEPHALIC END, witH Ectopic OPENING INTO THE 
ANTERIOR URETHRA. WILLIAM A. FARMER and JosePpH MENDELOFF, South. M. J. 
44:1002 (Nov.) 1951. 


The case is reported of a 5%-year-old girl who had fever and pain in the perineum peri- 
odically since the age of 2 weeks. From the age of 2/4 months a mass was known to have been 
present in the peivis. There was a constant purulent “vaginal” discharge. Upon operation, a 
supernumerary ureter, blind at the cephalic end and opening ectopically into the urethra, 
was found. It was successfully removed, and the child has since remained well. 


Locan, Rochester, Minn. 


FAMILIAL RENAL INSUFFICIENCY. NorMAN S. CLark, Arch. Dis. Childhood 26:351 (Aug.) 
1951. 
The history is given of a family in which chronic renal failure developed in two members in 
infancy, and a third died at an early age and was found to have a hypoplastic horseshoe kidney. 
It is suggested that in these cases renal sclerosis is the result of some congenital defect or 
weakness of the kidney tissue. Katty, Milwauiee. 
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UniLaTERAL RENAL THromposis TREATED BY NEPHRECTOMY AND Post-OPERATIVE 
Heparin. E. W. Parry, Arch. Dis. Childhood 26:358 (Aug.) 1951. 


A classic case of unilateral renal vein thrombosis with treatment by nephrectomy and 
heparin sodium postoperatively is described. The cause is briefly chronicled. The treatment, 


particularly the role of surgery, is discussed. KELLY, Milwaukee. 


Oxicuric Diagetes Insiprpus witH A CONSIDERABLE REDUCTION OF THE GLOMERULUS 
Fivtrate. L. Barta, Ann. pediat. 174:305 (May) 1950. 


The diabetes insipidus of a boy aged 15 was observed. During the course of the disease 
spontaneous oliguria occurred. During this stage the creatinine clearance was reduced to 
about one-tenth of the normal; the ingestion of sodium chloride or dextrose resulted in a 
transient polyuria, diminished concentration of chlorine in the urine, and absolutely increased 
chlorine excretion. The administration of desoxycorticosterone acetate (percorten®) effected 
a further reduction of glomerular filtration and diminished excretion of sodium and potassium. 
When desoxycorticosterone acetate was administered with an extract of the posterior pituitary 
lobe, less potassium but more sodium were voided. When material from the posterior lobe was 
administered, the creatinine clearance became nearly normal and the specific gravity of the 
urine, varying between 1,001 and 1.003 previously, rose to 1.019. The author believes that on 
the basis of his éxaminations it is fair to assume that the reduction of glomerular filtration was 
due to a compensatory mechanism for the increased salt absorption in the tubules and the 


polyuria. From THE AUTHOR'S SUMMARY. 


MALIGNANT HYPERTENSION IN CHILDREN WITH UNILATERAL DISEASE OF THE KIDNEYS. 
W. FriscHKNECHT, Helvet. paediat. acta 6:414 (Nov.) 1951. 


Two cases of malignant hypertension with primary unilateral renal disease are reported. 
In case 1 the patient was completely cured subjectively and partly cured clinically by removal 
of a right-sided contracted kidney of undetermined origin. Marked electrocardiographic changes 
and hypocalcemia became completely normal. In case 2 the patient died as a result of hyper- 
tension (cerebral hemorrhage). Autopsy showed congenital hypoplasia of the right kidney and, 
further, bilateral secondary malignant nephrosclerosis and generalized arteriosclerosis and 
atheromatosis. 

Both patients showed the first symptoms in prepuberty (at 10 and 11 years, respectively). 
The first patient came to the hospital because of headache, and the second, because of visual 
disturbances. General symptoms were facial pallor, nausea, proteinuria, pyuria, microscopic 
hematuria, with normal or slightly raised amounts of residual nitrogen. The duration of clinical 
symptoms till nephrectomy was three years in the first case, and two years till death in the 
second case. While, according to Fanconi’s hypothesis for benign hypertension (Fanconi, Ruegg, 
and Dierterle), the origin lies in an inflammatory irritation of the renin-producing cells, in the 
two cases of malignant hypertension described here a large number of glomeruli were eliminated, 
with the result that the much-more-dangerous mechanism of Goldblatt hypertension (glomerular 


ischemia) came into action, Faom tae Auruon’s SUMMARY. 


STONES OF THE URINARY BLADDER IN INFANCY. ALBERTO LARDELLI, Acta pediat. espait. 
9:828 (July) 1951. 


The cases of three patients with stones in the urinary bladder are presented. All the stones 
were large and had to be removed surgically. All the patients were under 4 years old. Roent- 
genograms and cuts showing the stones are included. The author presents certain facts about 
such calculi. 1. There is a geographical factor apparent. They are said to be endemic in 
Dalmatia, India, Syria, Egypt, and China. 2. Many theories have been proposed, but it must 
always be remembered that without stasis there can be no calculi. 3. The chemical composition 
is variable depending on the pH of the urine and, to less extent, on other factors. 4. The 
symptoms depend upon the size and the position in the bladder. Painful and difficult micturition, 
bloody urine, and colicky pains are the usual clinical manifestations leading to the discovery 


id 
q 
i 
ij 
| 
: 
| 


827 


ABSTRACTS FROM CURRENT LITERATURE 


of such calculi. 5. Diagnosis may be made clinically if hematuria is accompanied by gravel 
passed with some pain. In larger stones, the roentgenograms are a valuable aid. Occasionally, 
cystoscopic and rectal examination may be valuable. 

Cystitic hydronephrosis may be a complication ; the sphincter may be injured by small stones, 
giving incontinence; ulcerations of the bladder and even fistula have been reported. 

Finally, the author discusses treatment, which is surgical with the usual preoperative and 
postoperative medical adjuncts. In prevention, bearing in mind that the condition is mechanical, 
one must not forget that it is also metabolic. The patient should receive vitamin A in large 
amounts, and the pH of the urine should be watched. The patient should be given foods with 
alkaline or acid residue, depending on the pH of the urine and upon the chemical components 
of the crystals, whether urates, phosphates, or oxalates. ALLEN, San Francisco. 


New THERAPEUTIC APPARATUS FOR THE TREATMENT OF ENURESIS. CARL TRAEBER, Med. 


Klin, 46:1085 (Oct. 12) 1951. 

Traeber describes an apparatus designed to aid in control of enuresis. The first drops of 
urine close an electric circuit current, activating a bell, so that its ringing awakens the enuretic 
child. Good results are reported. The author seems to believe that this is a new idea. 
AMBERG, Rochester, Mim. 


RENAL THRESHOLD FOR BILIRUBIN. WILHELM KUnzeEr, Ztschr. Kinderh. 66:323, 1949. 


y According to the literature, directly acting bilirubin II (van den Bergh) begins to appear 
in the urine when serum levels of 2 mg. per 100 cc. are reached. Kiinzer reports the case of a 
3-month-old infant, whose autopsy showed complete atresia of bile ducts and whose serum level 
of bilirubin II was over 10 mg. per 100 cc. with no bilirubin in the urine. In the absence of 
kidney damage, as shown by autopsy, the author demonstrates by this case that the kidney 
threshold must lie higher in some cases than was previously believed. 

Jerusalem, Israel. 


Hemorruacic Kipney INFARCTION IN CHILDHOOD. J. Freunp and G. Bick, Ztschr. 
Kinderh. 67:23, 1949. 
Hemorrhagic areas in both kidneys, macroscopically resembling infarctions and microscopi- 
cally showing venous dilatations and thrombus formations, are described in a 4%4-month-old 
infant who died with severe toxic gastrointestinal symptoms. 


Jerusalem, Israel. 


INFECTIOUS VAGINAL DISCHARGE IN CHILDREN CAUSED By 
Lyticus. J. MALEK, Pediat. listy 5:145, 1950. 


A beta hemolytic streptococcus was found microscopically in the vaginal discharge of 163 girls 
out of 3,750 examined. The highest incidence was in the age. group 6 to 10 years. After the 
tenth year this finding is rarer. Entering school is probably responsible for the steep rise around 
the sixth year. The clinical manifestations are similar to those of other infectious genital 
discharges in children. Prognosis is generally good and treatment successful, particularly with 
penicillin, Genital discharge with beta hemolytic streptococci may not only be one of the 
sequelae of streptococcal tonsillitis or of any other streptococcal disease but may even be directly 
connected with scarlet fever, either preceding the disease or appearing in its course or during 
convalescence. That is why a certain role can be attributed to beta hemolytic streptococci 
in the epidemiology of scarlet fever. Spread of scarlet fever infection by this means is possible, 
and the genitals cannot be excluded as a portal of entry of the infection in rare cases. It is 
recommended, therefore, especially during epidemics, that genital discharge be considered not 
only in the patients themselves but also in healthy persons in their environment, if the throat 
smears are negative. By this method a further factor in the epidemiology of scarlet fever might 
be detected and the search for carriers of beta hemolytic streptococci facilitated. 


From THE AuTHOR’s SUMMARY. 
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Locat Penicrttin TREATMENT OF INFANTILE VaGINAL DiscHarGce. J. MaLex and K. 
Vesey, Pediat. listy §:150, 1950. 


One hundred three patients with infantile vaginal discharge were treated with penicillin. 
Of these, 53 were cured, 35 improved, and 15 failed to respond. These results correspond 
approximately with those obtained with local sulfonamide therapy. 

Vaginal suppositories containing 10,000 units of penicillin or tablets with the same penicillin 
content were introduced into the vagina twice weekly. The duration of local treatment with 
penicillin was somewhat shorter than that with sulfonamides. It can be shortened still further 
by more frequent application and higher doses of penicillin. To insure good results patients 
should be admitted to children’s gynecological departments. 

In the authors’ opinion local penicillin therapy is an important aid in the treatment of infantile 
gonorrhea. They consider it absolutely necessary both for successful treatment of infantile 
gonorrhea and for carriers of beta hemolytic streptococci. 


From THE AUTHORS’ SUMMARY. 


A Case or Diasetes Instprpus. Letry M. Dover, Maandschr. kindergeneesk. 19:361 (Oct.) 
1951. 


Diabetes insipidus in a boy of 12 years was treated with snuff powder of the posterior lobe 
of the pituitary (“piton”) with remarkable results. Eleven months later visual troubles appeared 
rather suddenly. On operation, a tumor (granuloma) was found in the neighborhood of the 
left optic nerve. The tumor was treated by coagulation and afterwards with x-ray. The general 
condition of the patient was good, but vision remained poor. It was necessary to continue the 


treatment with the pituitary preparation. Secu SUMMARY 


A Case or Ovarian AGENEsIS. S. VAN CREVELD and O. M. pe Vaat, Nederl. tijdschr. 
geneesk. 93:3311 (Sept. 24) 1949. 


For a 14-year-old girl, with a height of 132 cm. and a weight of 35 kg., a diagnosis of ovarian 
agenesis was made. Besides a disturbance of statural growth she had a webbed neck, a latk 
of breast development, absence of axillary and pubic hair, and kyphoscoliosis, probably due to 
a delayed ossification of the apophyses of certain vertebrae. Besides osteoporosis and the above- 
mentioned osseous disturbance, the bony development was normal. The urine contained an 
increased amount of gonadotropic hormone and a low amount of 17-ketosteroids. 

With periodic treatment with diethylstilbestrol it was possible to induce menstrual bleeding 
regularly. The breasts developed slightly. No hair growth followed; this might be due to a 
concomitant hypoplasia of the adrenal cortex. This adrenal cortex insufficiency might be com- 
pensated for by administering androgenic substances. The patient accordingly received three 
times a week, with a pause every fourth week, injections of 20 mg. of testosterone propionate 
and 5 mg. of estradiol benzoate suspended in 1 ml. of cod liver oil. After a few months of this 
treatment, secondary hair growth had appeared, the breasts had developed, and menstrual 
bleeding occurred regularly. The statural growth proceeded slowly, and the general condition 


improved. vAN CREVELD, Amsterdam, Netherlands. 


Diseases of Ductless Glands; Endocrinology 


ADRENAL INSUFFICIENCY IN CHILDHOOD. MARGARET MULLINGER and A. L. Cuute, Canad. 
M. A. J. 65:353 (Oct.) 1951. 


Two cases of adrenal insufficiency are reported in children, one 6 weeks old. One died 
before complete studies could be made. Attention is called to the insufficiency of mineralo- 
corticoids. Implantation of pellets of desoxycorticosterone acetate maintained the child in good 


health. The literature is reviewed. McGutean, Evanston, Ill 
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ApreNAL NeurRostastoMA: Report oF Four Cases. E. Stransky and N. S. Fetrx, Ann. 
Pediat. 176:308 (May) 1951. 


Four cases of adrenal neuroblastoma are reported. In the first the growth was a left-sided 
tumor with multiple metastases, involving even vertebrae and causing transverse myelitis; in 
the second, likewise a left-sided tumor, with liver and lung metastases; in the third, a right- 
sided tumor, showing skull and orbital metastases one year after removal of the primary tumor, 
and in the fourth, a tumor starting symptomatically with limping due to metastasis in the left 
femur, metastasized rapidly to the orbit and skull. Symptomatology, differential diagnosis, and 
therapy are discussed. In all cases, the diagnosis was established by aspiration biopsy either from 
the primary tumor or from the metastases. From THE AuTHors’ SUMMARY. 


ADRENOGENITAL SYNDROME IN CHILDHOOD. J. R. Brericn, Ann. pediat. 177:241 (Oct.) 
1951. 


The cases of eight children with adrenogenital syndrome are reported. The urinary excretion 
of 17-ketosteroids, estrogens, and pregnanediol was investigated. A parallelism between certain 
clinical signs and changes in the metabolism of nitrogen, creatin, and minerals was observed. 
Symptoms of adrenal cortex insufficiency which are frequently met with make it probable that 
the cells of the adrenal cortex which produce androgenic steroids in unphysiological quantities 
are able to produce only a reduced quantity of physiological corticosteroids. Besides treatment 
with estrogens, a therapeutic trial with progesterone is suggested, which, via the pituitary, may 


check the androgen formation in the adrenal cortex. From Tee Aurmor’s Summary 


Tue AcTION oF CHOLINE HYDROCHLORIDE ON EXPERIMENTAL HYPERTHYROIDISM AND ITs 
Use wit Vitamin A. A. Dectr Esposti, Clin. pediat. 31:522 (Sept.) 1949. 


Ten children, 8 to 15 years af age, were given three tests: (1) when thyroxin, 2 mg., was 
given daily for four days; (2) when thyroxin, 2 mg., and choline hydrochloride, 1 gm., were 
given for four days; (3) when thyroxin, 2 mg., choline hydrochloride 1 gm., and vitamin A, 
150,000 units, were given for four days. Basal metabolism tests were made before medication, 
on the fourth day of medication, and four days after discontinuance of medication. 

The tests indicate that choline hydrochloride counteracts the effect of thyroxin. The action 
of the choline hydrochloride did not persist long after its use was discontinued. Vitamin A 


does prolong somewhat the action of the choline hydrochloride. Hecaws. Besten 


Functionat TESTS OF THE PARATHYROID GLANDS IN THE Course or INFEcTIOUS DISEASES BY 
MEANS oF INjecTIONS OF Estrapio. BeNzoate (Test or Kiorz anp Ktorz-VALENs!). 
E, CrrARELLI AND M. CHRISTOFANI, Minerva pediat. 2:407 (Sept.) 1950. 


The Klotz and Klotz-Valensi test is indicative of parathyroid dysfunction if the blood calcium 
falls in excess of 8% one to two hours following the injection of 10 to 20 mg. of estradiol 
benzoate. In 7 of 13 cases of measles, 4 of 7 cases of diphtheria, and 7 of 11 cases of pertussis 
in children, results of the tests made in the convalescent stages were positive. The tests were 
repeated two to three months later and all results were negative. It would appear that in these 
infectious diseases the parathyroid gland may suffer some toxic injury. These observations are 
in keeping with the not infrequent finding of a positive Chvostek sign in children with diphtheria 


and other infections. Hicerns, Boston. 


IMPLANTATION OF PROTAMINE Zinc INSULIN IN INFANTILE AND JUVENILE DIABETICs. 
Aucusto Winter, Luis Varcas, and Jorce Lewin, Rev. chilena pediat. 22:319 (Aug.) 
1951. 


Implants of protamine zinc insulin were done in eight diabetic patients, six children and 
two adolescents in order to attain a better control of the disease than through routine insulin 
injections. 

The implants were of either pure protamine zinc insulin or lof this drug with added choles- 
terol; they were placed in the subcutaneous tissues of the infrascapular or gluteal regions. In 
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three cases a partial replacement of the daily insulin dose was obtained, while in the remaining 
five patients a total replacement of 20 to 81 days’ duration was seen. It was impossible to 
conclude definitely, because of the small number of cases studied, whether it is better to implant 
pure protamine zinc insulin or this substance with added cholesterol, although it seems as if 


the latter would favor more regular absorption. now ees Auruoas’ Summanr. 


FrOuvicn’s SYNDROME WITH CRANIOPHARYNGIOMA. Oscar CorREA Borguez, Rev. chilena 
pediat. 22:334 (Aug.) 1951. 


A case of sex infantilism with obesity (Fréhlich’s syndrome) in a 14-year-old boy is 
described. The condition was characterized by obesity, diabetes insipidus, hypersomnia, retarded 
growth, and sexual infantilism. Roentgenograms of the skull revealed a calcified suprasellar 
cyst. Because of a steady down-hill trend, a right frontal craniotomy was done and the cyst 
tapped, with removal of about 50 cc. of an oily yellowish fluid containing cholesterol. After a 
brief clinical improvement, the symptoms recurred, severe respiratory disturbances were neted, 
and the patient died. At autopsy a craniopharyngioma of the shape and size of a hen’s egg was 
found, reaching from the anterior portion of the cerebral peduncles to the anterior part of the 
third ventricle. Histologic examination of the tumor showed a capsule with excrescences of 
squamous epithelium, some of them calcified, on its inner surface. 


From THE AuTHOR’s SUMMARY. 


17-KeTosTEROID ExcrETION AS INDICATION OF AN INFLUENCE OF METEOROLOGICAL FACTOR 
ON THE ORGANISM. MARIANNE UTERS, JiRGEN HOFSCHLAEGER, HANs-ULRICH ANTON, 
and WILHELM ZIMMERMANN, Deutsche. med. Wchnschr. 76:1408 (Nov. 9) 1951. 


The 17-ketosteroid excretion was studied by repeated determinations for four weeks for 
two normal persons, an adult and an lIl-year-old girl. At a time of unusual meteorological 
condition, characterized mainly by an unusually low relative humidity, a striking increase of 
the 17-ketosteroid excretion in the urine was noted in both persons. 


AMBERG, Rochester, Minn. 


Diseases of Muscles, Bones, Joints, and Lymph Nodes 


Tue DiFrERENTIAL D1aGNosis OF MALIGNANT Bone Tumors. MARK B. Coventry, Ann. Surg. 
132:888 (Nov.) 1950. 


Bone sarcoma most frequently affects relatively young persons. Its highest point of incidence 
is among persons of 15 to 20 years of age. Intermittent or continuous pain is the symptom of 
importance in hone tumors. It usually precedes any objective evidence of a tumor. Occasionally 
in lower extremities a limp will precede the actual occurrence of pain. Diagnosis of bone tumors 
from roentgenographic findings alone is unreliable. All factors must be considered, including a 
careful history, complete physical examination, essential laboratory studies, roentgenograms, and, 
most important, surgical biopsy. 

Five cases in patients ranging in age from 6 to 64 years are reported. 

BantTIn, Omaha. 


TESTOSTERONE IN ProGRESSIVE PseUDOHYPERTROPHIC MuscuLar DystropHy. MEYER A. 
PERLSTEIN and HENRY GUTTERMAN, J. Pediat. 37:743 (Nov.) 1950. 


Testosterone propionate or methyl testosterone, in addition to affecting secondary sex 
characteristics, will increase the mass of skeletal muscle when given to human beings. Also, 
subjects receiving testosterone propionate excrete less urinary nitrogen and creatine. Since 
pseudohypertrophic muscular dystrophy is characterized by muscle weakness, muscle wasting, 
and creatinuria, it has been suggested that testosterone might be of value in this condition. 
This was not found to be true. Eleven boys with this disease were given enough methyl 
testosterone to promote the appearance of secondary sex characters. Most said that they felt 
better while taking the drug, but no sustained clinical improvement was seen. Two patients 
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became worse while taking testosterone. One patient became worse when administration of the 
drug was stopped. Methyl testosterone is of no value in the treatment of pseudohypertrophic 


muscular dystrophy. MAacpona Pittsburgh. 


INFANTILE CorticAL Hyperostoses: A REVIEW OF Cases witH A CASE Report. WILLIAM 
S. THoman and Ropert E. Murpuy, Radiology 54:735 (May) 1950. 


In 24 cases from the literature, the age at onset varied from 1 to 130 weeks. Only two 
infants were under 7 weeks old. There was leucocytosis in all but three patients (13,000 to 
29,000 white blood cells). All but two were considered to be irritable, and all but three had 
fever. All recovered. 

The authors’ patient was a 3-month-old Sioux Indian boy. The chief complaint was swelling 
of the extremities of six weeks’ duration. Roentgenograms showed cortical hyperostoses of 
the left femur and right humerus. There was marked regression of the lesion seven weeks after 
admission to the hospital. Clinical recovery occurred at the end of 11 weeks in the hospital. 
No special treatment was given. 

This reviewer has just seen these changes on a roentgenogram of an unborn fetus. Roentgen- 
ograms taken 24 hours after birth showed advanced changes in the mandible, both radii, and 
both tibiae. Secondary changes were seen in both ulnae and both fibulae. 

Anspacu, Chicago. 


Enp Resutt Stupy oF CoNGENITAL’ CoxA VARA: TREATED BY THE HAAS TROCHANTERIC 
« Ostgeotomy. W. M. Roserts, South. M. J. 43:389 (May) 1950. 

A report is presented of 10 years’ follow-up of five patients with unilateral coxa vara treated 
by the Haas technique. This procedure consists of transtrochanteric osteotomy, plus skeletal 
traction through the lower end of the femur. The results were good. 

Locan, Rochester, Minn. 


Myositis FiprosA GENERALISATA. A. M. Stewart and A. R. MacGrecor, Arch. Dis. 
Childhood 26:215 (June) 1951. 

The authors present the symptomatology and pathology of recorded cases of myositis fibrosa 
generalisata and describe an additional case. Evidence suggests that the disease is not a separate 
clinical and pathological entity but a form of progressive muscular dystrophy. 

Ketty, Milwaukee. 


ConGENITAL MYASTHENIA Gravis. R. I. Mackay, Arch. Dis. Childhood 26:289 (Aug.) 1951. 


A case of congenital myasthenia gravis in one of binovular twins is described. No latent 
myasthenic state could be demonstrated in the twin or the parents by injection of tubocurarine 
chloride. Arising out of this study, certain speculations are made on the origin of myasthenia 


gravis. KeEtty, Milwaukee. 


Potyostotic Fisrous Dysprasia. P. W. Verco, Clin. Rep. Adelaide Child. Hosp. 2:45 (May) 
1951. 
The syndrome of polyostotic fibrous dysplasia is discussed, and a case is presented. Roentgen- 
ologic findings are stressed. McGutiean, Evanston, 


INSULIN IN Procresstve MuscuLar DystropHy IN CHILpREN. E. MAyernorer, Ann. pediat. 
174:316 (May) 1950. 

Mayerhofer obtained excellent results from the systematic treatment of progressive muscular 
atrophy with small to medium doses of insulin. Especially in recent cases in which advanced 
muscular wasting and pseudohypertrophy were still absent, patients were quickly “put on their 
feet” again. The author thinks that the cause of this functional improvement should be looked 
for in the increased formation, better storage, and improved consumption of glycogen in the 


diseased muscle itself. From THE AUTHOR'S SUMMARY. 
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HyPeRTROPHIC MUSCULATURE OF THE INFANT. S. LecomTE-Ramiout and R. Hover, Ann. 
pediat. 174:326 (May) 1950. 


Case histories of two infants with generalized muscular hypertrophy and motor disturbances 
are presented. The first infant also shows idiocy and so represents the “wrestler” type of de 
Lange; the second shows congenital hypothyroidism. Differential diagnosis is discussed. 


From THE AuTHORS’ SUMMARY. 


NONSYPHILITIC OsTEOCHONDRITIS. F. GerLoczy and K. GerrertH, Ann. pediat. 177:374 
(Dec.) 1951, 


In connection with an acute abscess caused by Micrococcus pyogenes aureus in a baby 4 
weeks old, we observed a generalized osteochondritis. The generalized osteochondritic changes 
regressed very quickly. The Wassermann reaction of the patient, the mother, and the maternal 
grandparents was negative, as well as that of the father and three of the father’s siblings. 
On the maternal side as far back as five generations and on the paternal side as far as four 
generations nothing pointing to syphilis could be found in the family history. 


FroM THE AUTHORS’ SUMMARY. 


PostPUNCTURE OSTEOMYELITIS OF INFANTS. R. GaRSCHE, Schweiz. med. Wchnschr. 81:1131 
(Nov. 17) 1951. 


A 5-month-old infant with nteningitis due to ¢olon bacilli, which were isolated up to the 20th 
day from the spinal fluid, received injections of Ringer’s solution and dextrose with penicillin 
into the bone marrow of the right and left tibias. The meningitis responded to penicillin and 
streptomycin in 3 days. Ten days after the injection into the bone marrow of the right tibia, 
the first signs of an osteomyelitis could be seen upon roentgenologic examination, and these 
signs became pronounced in the further course, without having shown any local evidence of 
an infection at the site of the puncture until the 50th day, when an infiltration was noted which 
promptly became purulent. Upon operation, a colon bacillus of the same type, isolated from the 
spinal fluid, was cultured. This finding practically excluded infection from the puncture. The 
osteomyelitis cleared up with penicillin and streptomycin treatment. In another infant, one 
month old and erythroblastic, the heel puncture was done to obtain blood for examination. An 
abscess formed which progressed to produce osteomyelitis of the calcaneus, due to Staphylococcus 
(Micrococcus). It yielded to treatment with penicillin. That the infection did not produce more 
severe effects is explained by repeated short treatment with penicillin because of the abscess 


formation at the site of the puncture. Aieenc Rochester. Minn 


ADENOCYTOGRAM IN NorMAvt InFANTs. GIANNANTONIO StTEGAGNO, Arch. ital. pediat. e 
puericolt. 13:273, 1949. 


Lymph node puncture with subsequent aspiration appears to be a valuable technical procedure 
for the diagnosis of systemic affections of the lymphatic tissue, as compared with the usual 
biopsy. Its use in pediatrics is encouraged, as it is a simple technique which does not require 
particularly fine skill or delicate equipment. 

The purpose of the present study has been to get acquainted with the adenocytogram 
(composition of lymph nodes in per cent) in normal children. Smears were obtained by 
aspiration after the puncture of hardly palpable lymph nodes in 20 thin healthy youngsters. The 
composition of the secretion of the lymph nodes (differential count) was as follows: lympho- 
blasts 1.01%; prolymphocytes (young lymphocytes) 10.83%; hemocytoblasts 0.21%; monoblasts 
0.03% ; plasma cells 0.32%; mast cells 0.22%. Such percentages approach closely the figures 
given by Michelazzi and De Renzi for adults, except for that of the prolymphocytes, which is 
remarkably lower in Stegagno’s study (10.0% as compared with 43.6%). 


From THE AuTHOR’s SUMMARY. 
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ABSTRACTS FROM CURRENT LITERATURE 


ComBINED APPEARANCE OF PROGRESSIVE MuscuLar DystropHy AND Aprposity. H. 
KircaMarr and F. Pauty, Ztschr. Kinderh. 66:341, 1949, 
The case of a 13-year-old girl with adiposity, mental and physical retardation, and muscular 
dystrophy is described. The author concludes that the common cause of this symptom complex 
and thus also of the muscular dystrophy is cerebral damage in the region of the hypophysis and 


mesencephalon. GiaseR, Jerusalem, Israel. 


Diseases of Eye 


ELECTROENCEPHALOGRAM AND Eye Disorpers. J. D. Levinsen, Erna L. Gress, M. L. 
STILLERMAN, and M. A. PEeRtsTein, Pediatrics 7:422 (March) 1951. 


A preliminary report is presented of electroencephalographic studies, in both waking and 
sleeping states, on 1,281 children under 16 years old, with respect to the presence of eye abnor- 
malities, particularly strabismus. Thirty per cent of 36 children with strabismus but no other 
abnormalities, and only 0.5% of 180 entirely normal children, showed occipital abnormalities on at 
electroencephalograms. 
In children with organic brain disease causing cerebral palsy, electroencephalographic foci 
. in the occipital region occurred almost twice as frequently in the presence of abnormal eye 
findings. This relationship prevailed regardless of the presence or absence of seizures. In 
patients with eye disorders, electroencephalographic foci involving the occipital region were six 
times more common than all other foci combined. 
a On the basis of this study, the authors believe that for children who show some neuro-ocular 
disorder a careful study of the electroencephalograms should be made for detection of a possible 
central basis for the pathology. Conversely, patients who show an occipital focus should have a 
thorough ophthalmologic examination to rule out eye abnormalities. 
From THE AuTHorRs’ SUMMARY. 


EpicantHus Inversus, CONGENITAL Ptosis oF THE EYELID, AND DIFFICULTIES IN OCULAR 
Motitity 1n A 7-MontH-OLp Basy. F. Peraso and L. HoLianper, Helvet. paediat. acta 
6:361 (Aug.) 1951. 

The authors describe a case of epicanthus inversus associated with congenital lid ptosis and 
limitation of movement of the ocular musculature. The changes described are discussed in rela- 
tion to the group of multiple congenital malformation syndromes. 

From THE AuTHors’ SUMMARY. 


Post-TRAUMATIC, FUNCTIONAL PALPEBRAL Ptosis In A YouNG Giet. M. SCHACHTER, Minerva 

pediat. 3:407 (July) 1951. 

Following a hard accidental blow by the elbow of a playmate, an almost complete ptosis of 
the left eyelid developed in a girl of 15 years. Ophthalmological examination indicated that the 
ptosis was functional. The child’s past history revealed that she was an orphan, nervous and 
insecure. Various psychological studies were made, and a rational social and educational therapy 
was outlined. Hicerns, Boston. 


Cutaneous Diseases; Allergy 


ALLERGY AS A Factor IN CHILDHOOD SINOBRONCHITIS. WALTER C. Price and Irwin A. 

Sotow, J. Allergy 22:4 (Jan.) 1951. 

A group of 62 children with family history or patient history of acute or chronic allergy 
was selected from a group of 331 children admitted to the hospital with a history of chronic 
respiratory disease. Roentgenographic evidence of sinobronchial disease was present in 64% 
of the children under 5 years of age. In 57% of the allergic children who had positive skin-test 
reactions, sinobronchitis was noted. A ready susceptibility to lower-respiratory-tract infection 
was evident when there was a familial factor of allergy together with positive skin-test reactions. 
Hoyer, Cincinnati. 
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Tue RELATIONSHIP oF THE EtioLoGcic Factors 1n ASTHMA IN INFANTS AND CHILDREN. 
Rosert Cuosat, Irvine H. Uvitsxy, and Haro_p Dunpy, J. Allergy 22:106 (March) 
1951. 


The records of 400 children whose asthma began before they were 3 years old were studied. 
The children had complete physical examinations. Thorough histories were elicited, and oto- 
laryngological, roentgenologic, and laboratory examinations, including intradermal tests were 
done. The purpose of the study was to determine the relative impertance of foods, inhalants, 
and infections as a cause of asthma. 

In this study infections were found to play a major role, foods a minor role, and inhalants 
a role in between. A single cause of asthma was found in 41% of the children; infections were 
the cause in 30.5%, inhalants in 10.25%, and foods in 0.25%. Combined factors were the cause 
in 59% of the children. Infection, alone and combined with other causes, was found in 87.25% ; 
inhalants, alone and combined, in 64.5%, and foods, alone and combined, in 15.0% of the children. 


Hover, Cincinnati. 


RECOGNITION OF MERCURY IN THE URINE AND Its IMPORTANCE FOR DIAGNOSIS OF ACRO- 
pyNnriA. H, ZELLWEGER and S, WEHRLI, Helvet. paediat. acta 6:397 (Nov.) 1951. 


Of 54 patients with erythredema polyneuropathy (acrodynia), 44 received mercury treatment, 
in most cases before the beginning of the disease, rarely afterwards. In 10 of 18 patients for 
whom examination for mercury was done, mercury excretion was found once or twice in the 
urine in small amounts up to 374 y. In one patient with erythredema polyneuropathy in whom 
mercury excretion was tested a very undulant daily excretion of between 0 and 43 ¥ could be 
observed continually between the 103d and 126th days after ingestion of 0.3 gm. of mild 
mercurous chloride. In five nonacrodynic children treated with 1 to 1.5 gm. of mild mercurous 
chloride, the daily mercury excretion was tested during several months, and a very undulant 
urinary output of mercury, lasting several months, could be observed. 

In summary, the authors reported the following results. 1. In patients with erythredema 
polyneuropathy, who received mercury treatment shortly before or after the start of the disease, 
mercury excretion in the urine could be found for several months. The daily output varied 
from none to several hundred micrograms. 2. In healthy children who received a therapeutic 
dose of mercury the same mercury excretion was observed as in children with erythredema 
polyneuropathy, 3. The amount of urinary mercury excretion is similar in healthy children, 
in erythredema polyneuropathy, and in chronic mercury poisoning. Therefore the amount and 
duration of mercury output in the urine are not conclusive proof of the diagnosis of erythredema 


lyneuropatl ialism, 
polyneuropathy or mercurialism From THE AuTHOoRS’ SUMMARY. 


Surgery and Orthopedics 


OrtHopepic TREATMENT OF THE PIGEON-ToeD CHILD. WALTER Scort and G. HuTTEr, 
J. Pediat. 37:243 (Aug.) 1950. 


The child who sleeps on his abdomen with his toes pointing in and the child who likes to 
sit with his legs curled and feet turned in under the buttocks, Japanese fashion, are both likely 
to be pigeon-toed. Such postures create internal torsion of the tibea and pigeon-toed gait 
results. Overcorrection with a Denis Browne night splint will correct the deformity in from 
three to six months. Duck-toed gait may be treated with the same splint overcorrected in 


internal rotation. MacponaLp, Pittsburgh 


Earty Use or ACTH 1n a Severe Burn. HeNpDRIK De KruiF and NorMan H. Baker, 
Minnesota Med. 34:1092 (Nov.) 1951. 


The case of a 9-year-old boy, burned extensively by gasoline, is reported. Corticotropin 
(ACTH) therapy, in doses of 25 mg. every six hours, was begun within two hours of the time 
of the burn. The results suggest that corticotropin, when used immediately and in conjunction 
with other therapeutic measures, profoundly shortened the course of healing, prevented scarring 
by rapid epithelization, and perhaps made skin grafting unnecessary. 


From THE AuTHORS’ SUMMARY. 
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Teeth and Dentistry 
Dentac Caries. Georce O. Boucuer, California Med. 74:128 (Feb.) 1951. 


The most generally accepted theory as to the cause of dental caries is that certain bacteria 
in the mouth, in the presence of fermentable sugars, cause the formation of acids which in turn 
decalcify teeth. Physicians may help reduce the incidence of caries by recommending elimination 
of refined sugars from the diet or, at least, control of the amount consumed. 

Cleaning the teeth with a well-designed tooth brush after each meal will to a certain extent 
mechanically remove the fermentable sugar and debris from the teeth. One step further in oral 
hygiene that may be beneficial is the use of a dentifrice with 5% dibasic ammonium phosphate 
and 3% urea to reduce the formation of acid. Anything that wiil increase salivation will aid 
in buffering any acids that may be present. A 2% solution of sodium fluoride applied to the 
thoroughly dried “intact” enamel surface may prevent caries. Sodium fluoride added to drinking 
water to a concentration of one part per million is utilized by the body in the formation of an 
enamel that is particularly resistant to caries. Pryor, Redwood City, Calif. 


BracuiaAL PLrexus Brock ANESTHESIA IN CHILDREN. GEORGE A. SMALL, J. A. M. A. 
147:1648 (Dec. 22) 1951. 


Brachial plexus block anesthesia was used in 125 children, between the ages of 15 months and 
12 years, without difficulty. It is useful in surgery of the upper extremity when a general anes- 


thesia is not desirable. 


DENTAL Caries IN ScHoot CHILDREN. J. Miksa, Pediat. listy 6:340 (No. 3) 1950. 


A brief statistical review is given of the teeth of Czechoslovak school children, aged 6 to 14. 
Dental caries in the milk dentition varied between 20.08 and 45.33% and in the permanent denti- 
tion between 12.60 and 26.05%. In the 14-year-old age group the average number of carious 
teeth were 5.51 per boy and 7.13 per girl. If the 32 teeth are considered as 100%, this gives a 
percentage ef decayed teeth of 17.21 in boys and 22.27 in girls. A comparison of the figures for 
Bohemia, Moravia, and Slovakia showed the lowest incidence of dental decay in Slovakia in 
both boys and girls and in both milk and permanent teeth. The therapeutic care of carious teeth 
is discussed, and the importance of close cooperation between dental surgeons, pediatricians, and 
general practitioners in the prevention of dental caries in stressed. 


FROM THE AuTHOR’S SUMMARY. 
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News and Comment 


GENERAL NEWS 


Specialists Certified by American Board of Pediatrics, Inc.—The following physicians 
were certified as specialists by the American Board of Pediatrics, Inc., after examinations held 


at St. Louis, March 21, 22, and 23, 1952. 


Bash, Wallace E., Fort Wayne, Ind. 
Beard, Alice H. Gamble, Little Rock, Ark. 
Beck, Karl Henry, Wauwatosa, Wis. 
Behrer, M. Remsen, St. Louis. 
Bradlow, Paul A., Fort Knox, Ky. 
Brigham, Dwight Peter Bent, Omaha. 
Burnett, John Daniel, Toledo, Ohio. 
Carabello, Charles A., Reading, Pa. 
Clark, Earl Howard, Rock Island, Ill. 
Cleland, William David, Jr., Port Huron, 
Mich. 
Coffey, John Dixon, Jr., Natchez, Miss. 
Diaz, Joseph A., Hampton, Va. 
Du Vivier, Edward Keyes, Alton, III. 
Dworsky, Alexander, Memphis. 
Frey, William B., South Bend, Ind. 
Friedman, Alvin Burton, Cleveland. 
Garrard, Sterling Davis, Palos Heights, Ill. 
Gibbs, Reagan Howard, Galveston, Texas. 
Grant, Robert Sherbert, Lincoln, Neb. 
Graubarth, Harry N., New Orleans. 
Green, Charles E., Lawton, Okla. 
Griffin, Max Eugene, Evansville, Ind. 
Harrel, John Allen, Jr., Little Rock, Ark. 
Hepner, Walter Ray, Jr., Galveston, Texas. 
Herweg, John O., St. Louis. 
Hess, Paul Patrick, New Albany, Ind. 
Hopkins, Charles E., Madison, Wis. 
Horner, Frederick A., Denver. 


Kahn, Lawrence, St. Louis. 

Kehoe, Joseph Louis, Davenport, Iowa. 

LaDriere, Raymond Joseph, St. Louis. 

Lavender, Clinton Frederick, Sandusky, Ohio. 

Mazur, Herbert Arthur, St. Louis. 

Moore, Herbert R., Dayton, Ohio. 

Morris, Hyman Rubin, Gary, Ind. 

Nilsson, Donald Charles, Omaha. 

Parker, George F., Jr., Indianapolis. 

Pierce, Alexander W., Wichita Falls, Texas. 

Preston, Lewis Frederick, Oak Ridge, Tenn. 

Reames, Harold R., Kalamazoo, Mich. 

Riley, William Gail, Meridian, Miss. 

Rosenbaum, Percy, New Orleans. 

Roth, Bertram Stanley, Indianapolis. 

Sanders, Dan S., Nashville, Tenn. 

Shirkey, Harry Cameron, Cincinnati. 

Singleton, Jack W., San Angelo, Texas. 

Slaughter, George William, Wichita Falls, 
Texas. 

Spevak, Jack, Des Moines, Iowa. 

Stem, James Marion, Clearwater, Fla. 

Stillwater, Karl, Detroit. 

Strick, Marvin H., Benton Harbor, Mich. 

Sutphin, John Blackwell, Joplin, Mo. 

Wheeler, Carl Lewis, Jr., Lexington, Ky. 

Wheeler, Robert Channing, Evanston, III. 

Williams, Hugh Roberts, Atlanta. 

Young, Theodore Everette, Oxford, Kan. 


ANNOUNCEMENTS 


Kappa Delta Award for Research in Orthopedic Surgery.—A prize of $1,000 donated 
by the Kappa Delta Sorority may be awarded annually by the American Academy of Ortho- 
paedic Surgeons for the best research related to orthopedic surgery and performed by an 
American citizen in the United States. This research must be presented to the Committee on 
Scientific Investigation of the American Academy of Orthopaedic Surgeons before Nov. 1, 
1952. Researchers interested in competing for this prize are requested to secure further infor- 
mation from Dr. Claude N. Lambert, 104 S. Michigan Ave., Chicago 3, Chairman of the Award 
Committee for 1952. 


Opening for Fellow in Pediatric Cardiology.—An immediate opening for a Fellow in 
Pediatric Cardiology is now available in the children’s division of Cook County Hospital, where 
there are unusually large inpatient and outpatient departments. Training in angiocardiography 
and catheterization is available if desired. The salary is $3,600 per year. Further details may 
be obtained from Dr. Benjamin M. Gasul, 700 S. Wood St., Cook County Children’s Hospital, 
Chicago. 
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NEWS AND COMMENT 837 


PERSONAL 


Award for Dr. Alfred H. Washburn.—Dr. Alfred H. Washburn, Director of the Child 
Research Council at the University of Colorado, has been granted an award of $1,000 by Lord 
& Taylor Awards. 


Birthday of Dr. E. Glanzman to Be Celebrated.—Dr. E. Glanzman, Director of the 
Pediatric Clinic in Bern, Switzerland, celebrated his 65th birthday on April 12, 1952. Many 
European pediatricians took part in this celebration. Dr. Glanzman is best known in the United 
States for his hematological contributions (anaphylactic purpura) and for his excellent textbook 
of pediatrics, already in its third edition. He has published about 150 papers covering many other 
pediatric subjects, among which are studies on constitution, growth, vitamins, glandular fever, 
three-day fever, rheumatic infection, and psychology. 


Appointment for Dr. Katharine Dodd.—Dr. Katharine Dodd has assumed the position 
of Professor and Head of the Pediatric Department at the University of Arkansas School of 
Medicine, succeeding Dr. William A. Reilly. Dr. Dodd was formerly Associate Professor of 
Pediatrics at the University of Cincinnati. 


DEATHS 


Death of Dr. Geoffrey B. Fleming.—Dr. Geoffrey B. Fleming, formerly Professor of 
Medical Pediatrics, Glasgow University, died recently. He had been associated with the Royal 
Hospital for Sick Children for 35 years. He was a well-known and much-respected pedia- 
trician, and his loss will be keenly felt. Dr. Fritz B. Talbot writes concerning him 

“T have corresponded with him since the first world war when our interests in research were 
identical. As a visitor in our home he was an ideal guest. . . . I felt always he had the 
American approach to research. He assessed conditions coolly, honestly, and wisely, so that 
like John Howland and others of his ilk, his advice was always good and his conclusions de- 
pendable.” 


Books 


Child Psychiatry in the Community: A Primer for Teachers, Nurses, and Others Who 
Care for Children. By H. A. Greenberg, M.D., in collaboration with J. H. Pathman, 
Ph.D.; H. A. Sutton, R.N., B.A., B.S., and M. M. Browne, B.A., M.A. Price, $3.50. 
Pp. 296, with 5 tables and 6 pp. of forms. G. P. Putnam’s Sons, New York, 1950. 


This is the first edition of a book which is important enough to go on to additional editions 
in years to come. It is a book which places the proper great emphasis upon the clinic-team 
approach to community child psychiatry. In addition, one of the most important things about 
this book is that it defines child psychiatry as a concern and responsibility of many more persons 
than psychiatrists and ancillary professional personnel. In fact, the authors direct this book to 
those who are charged with the everyday care of children. Again, this takes child psychiatry 
into the community, and there are few who would not profit by reading this book. 

The subject matter is divided into three well-organized parts: the Child, the Clinic Team, and 
the Clinic and the Community. Part one begins with a short chapter on the history of child 
guidance clinics in the United States. There follow chapters on personality development, 
psychogenesis of behavior problems, symptoms and diagnosis, prognosis, the treatment process, 
and the collaborative approach to therapy. The approach is oriented by psychoanalytic concepts 
which are adequately illustrated by case material. The presentation is clear and not hampered 
by too many psychiatric and psychoanalytic terms. 

Part two contains a chapter devoted to each member of the clinic team. The chapters concern- 
ing the psychologist and the social worker were written by the member of each of these professions 
who collaborated with Dr. Greenberg. The role of each member of the clinic team is clearly 
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presented. Even though these stated roles may vary somewhat in different clinics throughout 
the country, these chapters bring welcome information to those who do not understand the 
functional approach of the clinic team. 

Part three brings into focus some of the relationships between the clinic and the community. 
The first chapter discusses the role of psychiatric consultants in children’s institutions. The 
second chapter elaborates on the first by taking as its subject the emotional problem seen in 
a hospital-school for crippled children. A chapter on child guidance and the nurse, by the nurse 
collaborating as author, and a chapter on child guidance and the teacher emphasize the 
importance and function of the members of those two professional groups as members of the 
total team for bringing child psychiatry into the community and the community into child- 
psychiatry participation. There is also a chapter on the author’s concept of the relationship of 
the child guidance clinic to juvenile delinquency. In the last chapter, Dr. Greenberg takes an 
optimistic but somewhat guarded look into the future of child psychiatry. 


There is a nine-page appendix which includes a statistical summary and intake forms from 
the Institute for Juvenile Research, Chicago, A glossary of terms and a selected reading test 
are included at the end of the book. This book is highly recommended to pediatricians who 
would keep up with their growing responsibility in the area of child psychiatry in the community. 


Diseases of Children. Sixth edition. By Bruce Williamson. Price, $4.50. Pp. 445, with 
389 illustrations. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore, 1951. 


This small volume is apparently a popular text among students and practitioners in Britain, as 
indicated by the appearance of six editions since 1933. The present edition has been thoroughly 
revised and brought up to date. The text is arranged systematically, although, in contrast to 
the usual practice, infant care and feeding are discussed in the last chapter. In content, the scope 
of the beok is exceptionally inclusive for such a small volume. The treatment of the various 
subjects is necessarily sketchy and therefore is frequently of little value. 

Several points of variation from American opinion are worthy of mention. Laryngotracheo- 
bronchitis, as such, is not mentioned, laryngitis stridulosa apparently having a place comparable 
to croup. The gravity of this disease is not stressed, and treatment is virtually ignored. Lobar 
pneumonia is mentioned as the most common lung infection in childhood, above bronchitis and 
bronchopneumonia, which is certainly not the case in this country. Empyema is treated by 
drainage, but the modern use of antibictics is not mentioned. 

The text is easy to read and interesting in the difference of viewpoint. Its greatest fault 
is its brevity, and the same could be said of any book of its size. In its field it is the equal of, 
or superior to, any American book. 


CORRECTION 


The secretary of the Dallas Pediatric Society is Dr. Charles L. Smith, 4207 Lemmon Ave., 
Dallas, not Dr. Dan S. Sanders Jr., as was stated in the Directory of Pediatric Societies, in the 
April issue, page 570. 
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WHEN FEEDING 
DIFFICULTIES ARE 


ENCOUNTERED 


A lactic acid milk formuia providing all the nutrient essen- 
tials required, Pelargon proves advantageous not only in the 
routine feeding of normal infants but particularly when feed- 
ing difficulties are encountered, as in prematures, in marasmic 
infants, and in infants with digestive disturbances. 

Pelargon is a spray-dried, lactic acid milk modified with 
sucrose, starch, dextrins, maltose, and dextrose. It is fortified 
with vitamins A and D, thiamine, ascorbic acid, and iron 
citrate. Its vitamin and mineral content—providing one-third 
more than the minimum daily requirement—-satisfies all the 
known nutritional needs of the infant. 

The lactic acid in Pelargon promotes ready 
digestion and prompt absorption. Gastric diges- 
tion is enhanced, and the mixture of carbohy- 
drates makes for “spaced” absorption. As with 
human milk, the flocculent curds produced by 
Pelargon are of zero tension. 
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Meat and its Important Contribution 


of Essential Minerals 


With the exception of calcium and iodine, meat, as customarily consumed, 
makes an important contribution to the mineral needs of the American people.' Its 
minerals include those needed in substantial amounts as well as those needed in 
trace amounts only. 

The array of data listed below gives the approximate amounts of minerals pro- 
vided by muscle meat when seven ounces per day are consumed.' The minerals 
include those now known to be essential components of the human organism— 
the skeletal framework and teeth, soft tissue structures including blood, and sub- 
stances concerned in regulatory functions. 


APPROXIMATE MINERAL CONTENT OF MEATS 
200 Gm. (approx. 7 oz.),! Edible Portion (Uncooked) 


Beef Round Lamb Leg Pork Loin Veal Shoulder 
Minerals, total’ 2.0 Gm. 1.8 Gm. 1.8 Gm. 2.0 Gm. 
Calcium’ 22 mg. 20 mg. 20 mg. 22 mg. 
Chlorine’ 147 mg. 136 mg. 125 mg. 147 mg. 
Copper* 0.2 mg. 0.2 mg. 0.2 mg. 0.2 mg. 
*Iodine‘ (Ohio animals) 0.02 mg. 0.03 mg. Data notavailable 0.01 mg. 
Iron’ 5.8 mg. 5.4 mg. 5.0 mg. 5.8 mg. 
Magnesium’ 46 mg. 42 mg. 39 mg. 46 mg. 
Phosphorus’ 360 mg. 426 mg. 372 mg. 398 mg. 
Potassium’ 661 mg. 610 mg. 559 mg. 661 mg. 
Sodium’ 164 mg. 152 mg. 139 mg. 164 mg 
tCobalt’ 0.0002 mg. ——— Data not yet available ——— 
tManganese* 0.03 mg. 0.03 mg. 0.02 mg. 0.03 mg. 
tZinc® 9.4 mg. —-—— Data not yet available ——— 


*Iodine content of meat varies with the iodine content of feed of the animals. 
tNeeded in trace amounts only. 

The average values for iron, phosphorus, and copper of the four kinds of meat 
shown constitute about 46, 25, and 100 per cent, respectively, of the National 
Research Council’s recommended daily allowances for adults, and the average 
values for chlorine, potassium, and sodium constitute about 14, 63, and 16 per 
cent, respectively, of the estimated daily adult needs, as based on mineral balance 
studies. Although no specific information is available on the quantitative needs 
for cobalt, magnesium, manganese, and zinc, nutrition information would suggest 
that the amounts reported above may have nutritional importance or significance. 

In addition to its notable content of minerals, meat also furnishes large amounts 
of biologically complete protein and important amounts of vitamin B complex, 
which includes biotin, choline, folic acid, inositol, niacin, pantothenic acid, pyri- 
doxine, riboflavin, thiamine, and vitamin B,,. On the basis of its rich contribution 
of nutritional essentials, meat well deserves its prominent place in the daily diet 
of the American people, the world’s best-nourished iat 


1. Recent estimates of the U. S. Department of Agriculture son, H. J.: Bridges’ Dietetics for the  aicien, ed. 
indicate that the per capita consumption of meat in the Philadelphia me & Febiger, 1949, p. * 
United States ap ounces per day. 5. Mitteldorf, A Landon, D. ical Chem- 

2. Wart, B. K., an — A. L.: Composition of Foods stry; Spectrochemical Analysis of Beef for Mineral- 
—Raw, Processed, red, In Agriculture Handbook Element Content, Armour Research Foundation of Illi- 
No. 8, United States Pepe a. of Agriculture, 1950. nois Institute of Technology. In Press. 

3. Estimated on basis of protein copant of meats. 6. Dauphinee, J. A.: Sodium, Potassium, and Chloride 

Mecul n Company, isda an nnon R. ini 
4. Ohio animals; varies with yl how content of feed. John- Houlton ‘New York. Foal B. Hoeber, Inc., 1950, p. 341. 


The Seal of Acceptance denotes that the nutritional statements F 
made in this advertisement are acceptable to the Council on ; 
Foods and Nutrition of the American Medical Association. 2: 
American Meat 


Main Office, Chicago... Members Throughout the United States 
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a “first-time father’ 
can prepare it with ease 


‘Though “‘boiling water”’ is the extent of 
his. culinary skill, the newest of fathers 

(9) aaa (©) can, with Similac Liquid, readily prepare 

a formula closely approximating human 
; breast milk in nutritional quality and r e 

digestibility. 

i PLE A __-Ofie part Similac Liquid added to one part 
 gterilized water provides the standard 
20 cal. oz. feeding formula. == os 


SO SIMILAR TO! HUMAN BREAST MILK: there is no closer 
equivalent to the milk of healthy, well-nourished mothers — 
in prepared liquid form than 


Also available: SIMILAC Powder, 
tins containing 1b. 
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FOOD: 


MILK MODIFIER 
CONTAINS ADDED IRON AND THIAMINE 


MILK MODIFIER 
CONTAINS ADDED IRON AND THIAMINE 


"Prepared Specially for use in infants’ Formuls 
also for invalids and adults 


Prepared Specially For Use In Infant’s Formulas 


Mellin’s Food is a dried extract produced from an infusion of wheat flour, malted — and wheat bran, 
admixed with potassium bicarbonate and with added thiamine and ferrous gluconate. It contains: 


Protein—N X 10.3% 1 mgm. per 100 grams 


Calories 4 per gram, 115 per ounce, 25 per level tablespoonful. 


6 level tablespoonfuls supply 1.5 times the minimum daily requirement for an infant of thiamine, and 
mgm. of iron. RECOMMENDED ALSO FOR INVALIDS AND ADULTS. 


DISTRIBUTED BY 


MELLIN’S FOOD COMPANY of NORTH AMERICA Sraoron 
CHICAGO 10, ILL., U.S.A. 
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Child 
Health 


Bad Habits in Good Babies. Herman M. Jahr. 16 pages. 
15 cents. 


What Does Your Baby Put in His Mouth? Chevalier 
Jackson and Chevalier L. Jackson. Tells how to pre- 
vent accidents from choking and what to do if they 
happen. 24 pages. 15 cents. 


Keeping Your Baby Well. 22 pages. 15 cents. 
The Case of the Crying Baby. Herman M. Jahr. 4 pages. 
15 cents. 


What to Do About Thumb Sucking. William I. Fishbein. 
6 pages. 15 cents. 


Lefthandedness. Paul Popenoe. 8 pages. 15 cents. 


Adoption. W. Allison Davis and Theo Carison. An 
understanding discussion of the best ways to adopt 
children and rear them, 12 pages. 15 cents. 


Protecting Your Child from Allergy. William Gayle 
Roberts. 8 pages. 15 cents. 


The Facts About Sex. Audrey McKeever. 16 pages. 
15 cents, 


Please remit with order 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St. © Chicago 10 


A gentle laxative modifier of milk. 
One or two tablespoonfuls in day’s 
formula — or in water for breast fed 
babies — produce marked change in 
stool. Send for samples. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


Borcherat 


MALT SOUP 
Extract 


ND FOR SAMPLE 

BORCHERDT MALT EXTRACT CO. 

me a arge trial sample bottle of the 

Malt Soup Extracts which | have checked below. 


C) Liquid Malt Soup Extract. () Dri-Malt Soup Extract. 


FOR BUSY PEDIATRICIANS 


Here are several booklets prepared especially for the 
American Medical Association and designed to help 
you and your patients. 

You will find, in convenient pamphlet form, much 
reliable information that will supplement your advice 
to patients. These booklets will prove themselves 
to be time savers, also. They will answer many of 
the troublesome questions brought to you, which you 
frequently must explain at great expense of time. 


Maternal and Child Health 


STREAMLINED MOTHERHOOD. Marjorie F. Marks. 8 
pages. 15 cents. 

YOU AND YOUR BABY. Louis W. Sauer and Kathleen 
Simmons. A series of articles on child care from birth 
till school age. 86 pages. 25 cents. 

A CHILD IS TO BE BORN. A booklet prepared by the 
American Medical Association for the expectant mother. 
= peers. Each, 15 cents; 10 copies, $1.35; 50 copies, 


KEEPING YOUR BABY WELL. General advice for 
mothers before the baby comes and through the next 
three years. Contains bibliography of other books 
on infant care. 22 pages. Each 15 cents; 10 copies, 
$1.35; 50 copies, $4.50. 

Or FEEDING. Myrtle Meyer Eldred. 8 pages. 
5 cents. 

THE BLOOD FACTOR THAT KILLS BABIES. E. W. 
Page, S. P. Lucia, Barbara Mclvor. 4 pages. 15 cents. 

BAD HABITS a GOOD BABIES. Herman M. Jahr. 16 
pages. 15 cen 

BLADDER CONTROL. Herman M. Jahr. 12 pages. 20 
cents. 

THE CASE OF THE CRYING BABY. Herman M. Jahr. 
4 pages. 15 cents. 

WHAT TO DO ABOUT THUMB SUCKING. William I. 
Fishbein. 6 pages. 15 cents. 

INFANTILE ECZEMA. Bret Ratner. 8 pages. 15 cents. 

WHAT DOES YOUR BABY PUT IN HIS MOUTH? 
Chevalier Jackson and Chevalier L. Jackson. Tells how 
to prevent accidents from choking and what to do if 
they happen. 24 pages. 15 cents. 

LEFTHANDEDNESS. Paul Popenoe. 8 pages. 15 cents. 

SAFEGUARDING THE TAKE-OFF TO SCHOOL. Gay- 
lord W. Graves. 8& pages. 15 cents. 

THE CHILD IN THE FAMILY. Clifford Sweet, Lawrence 
R. Jacobus and Henry E. Stafford. 28 pages. 15 cents. 

ARE COMIC BOOKS A MENACE? Thomas and Lois 
Hoult. 6 pages. 15 cents. 

ADOPTION. W. Allison Davis and Theo Carlson. A 
thorough discussion of the best ways to adopt children 
and rear them. 12 pages. 15 cents. 

HOW *0O CONTROL YOUR CHILD. Gladys Gardner 
Jenkins. 7 pages. 15 cents. 

= SPOILED CHILD. ©. Anderson Aldrich. 4 pages. 
5 cents. 

MANNERS FOR MITES. Sue Kelley. 8 pages. 15 cents. 
ENTERTAINING THE CONVALESCENT CHILD. Prize 
letters reprinted from Hygeia. 16 pages. 15 cents. 
THE SPASTIC CHILD AT HOME. T. Arthur Turner. 

12 pages. 15 cents. 

LIGHT IN A DARK CORNER. Richard Hardesty. Organ- 
izing a school for spastic children. 4 pages. 15 cents. 

= aes. CHILD. Elsieliese Thrope. 4 pages. 15 


THE  EAMILY HELPS THE SPASTIC CHILD. Belle 
McKinnon. 16 pages. 15 cents. 

WHAT CAN BE DONE FOR THE SPASTIC CHILD? 
Dana C. Jennings. 8 pages. 15 cents. 

PROTECTING YOUR CHILD FROM ALLERGY. William 
Gayle Roberts. 8 pages. 15 cents. 

UNDERSTANDING THE ADOLESCENT. Smiley Blanton. 
10 pages. 15 cents. 

MYTH OF THE TERRIBLE TONSILS. Lois Mattox 

Miller. 1 page. 10 cents. 


Keep a handy supply of these booklets on hand to 
give to the parents of your patients. They will save 
time that you can devote to matters more in need 
of your personal attention. Available at lower cost for 
quantity purchases. Write for prices. 


AMERICAN MEDICAL ASSOCIATION 
$35 North Dearborn Street Chicago 10, Iflinois 
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behind these sub-clinical con 


Ri MEYENBERG® EVAPORATED GOAT MILK 


These conditions may indicate cow's milk lactalbumin al- 
lergy. Often, this easy, simple formula change brings almost 
immediate relief... and the patient continues to receive 
natural milk. 

At the first sign of any of these conditions, specify Mey- 
enberg Evaporated Goat Milk to be certain you get 
prescription-quality evaporated goat milk, prepared 
exclusively from California Grade A milk. Packed in 
golden-lined, vacuumed 14 oz. cans, Meyenberg 
Evaporated Goat Milk is available nationally. 


Jackson-Mitchell Pharmaceuticals, Inc. Culver City, California as 


HI-PRO®— For patients of all 
ages wherever protein is needed. 
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cents. 


Also. . 


Quantity prices 
quoted on request 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, ill. 


THOSE FIRST SEX QUES- 
TIONS 


For the parents of very young 
children. Answers to the grop- 
ing questions of the littlest 
ones. 40 pages. 25 cents. 


THE STORY OF LIFE 


For boys and girls ten years 
of age, telling them how the 
young 
human parents. 36 pages. 25 


EDUCATION 


BOOKLETS 


@ FOR YOUNG PEOPLE 
Parents will find the help they are seeking in this modern series 


of pamphlets by Dr. Thurman B. Rice. Being a physician, biologist 
and teacher, as well as the father of a family, Dr. Rice is well 
equipped to deal with this difficult subject properly and helpfully. 


IN TRAINING 


to plants and 
50 pages. 25 cents. 


HOW LIFE GOES ON 

For girls of high school age. 
Their role as mothers of to- 
morrow. 44 pages. 25 cents. 


THE AGE OF ROMANCE 


For young men and women 
dealing with the problem as 
a unit for both sexes. 44 
pages. 25 cents. 


For boys of high school age, 
interpreting their adolescent 
development in terms of ath- 
letic and other achievements. 


25¢ each 
Set of five 
in file case, $1.25 


@ FOR ADULT READING 


SEX EDUCATION FOR THE PRE- 
SCHOOL CHILD 
By Harold E. Jones and Katherine 
Read. 12 pages. 15 cents. 


SEX EDUCATION FOR THE TEN 
YEAR OLD 


By Marjorie Bolles. 12 pages. 15 cents. 
SEX EDUCATION FOR THE ADO- 
LESCENT 


By George W. Corner and Carney 
Landis. 20 pages. 15 cents. 


THE FACTS ABOUT SEX 


Audrey McKeever. To be read by 


parents or children. 16 pages. 15 cents. 


ANSWERS TO PRACTICAL QUESTIONS 
ON MENSTRUATION 
By Margaret Bell. 8 pages. 15 cents. 


SEX EDUCATION FOR THE MARRIED 
COUPLE 


By Emily Hartshorne Mudd. 12 pages. 
15 cents. 


SEX EDUCATION FOR THE WOMAN 
AT MENOPAUSE 
By Carl J. Hartman. 12 pages. 
Set of 5 titles as above, 50 cents 


GETTING READY FOR MARRIED LIFE 
By Howard Dittrick. 29 pages. 20 cents. 


HELP FOR CHILDLESS COUPLES 
By J. D. Wassersug. 6 pages. 15 cents. 


THE WORD YOU CAN’T SAY (MAS- 
TURBATION) 


By Hannah Lees. & pages. 15 cents. 
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Untoward Results 
OF PERSISTENT 
FINGER-SUCKING 


patient eight and one half years old. 
Habit was not broken. Permanent injuries have 


resulted, requiring orthodontic treatment. 


A CASE OF MALOCCLUSION 
from a leading children's orthodontia clinic. 


WHEN TREATMENT 
IS INDICATED... 
prescribe 


WRITE FOR FREE SAMPLE 


Contains capsicum 2.34% in a base of acetone nail polish 
and isopropyl! alcohol. 


NUM SPECIALTY COMPANY 


4614 FIFTH AVE. PITTSBURGH 13, PENNA 


Simplicity and Efficiency 
in Exchange Transfusion 
KAESSLER’S 
EXCHANGE 
TRANSFUSION SET 
Indispensable to Both 
Hospitals and Pediatricians 
for 
ERYTHROBLASTOSIS 
FETALIS 


FEATURES 


1. The procedure can be carried on by 
one operator, due to the special design 
of the 2-Way Glass Valve. 


2. Valve is made of heat resistant glass 
and can be sterilized or autoclaved. 


3. Special consideration is given to avoid 
difficulty caused by congealing of blood. 


4. The exchange transfusion can be ac- 
complished in one hour. 


5. The apparatus is simple to use and 
can be easily assembled. 


6. Can be converted into a simple 
Transfusion Set. 


WRITE FOR COPY OF THE 
Kaessler Method for Performing ss ad Transfusion for Erythroblastosis 
etalis 


RINGLER-RADOS SURGICAL CORP. 
3958 Broadway, New York 32, N.Y. 
Gentlemen :— 


Please send me a Copy of the Kaessler Methed of performing Exchange 
Transfusion for Erythroblastosis Fetalis. 


k Four year old girl whose habit of putting fingers Aga 

+ / res 

(PLEASE PRINT NAME) ee 


the quality and 
dependability of 


MULTI-GRAIN cereal and 

three single-grain cere- 
als share the Pablum® heri- 
tage of quality. 
Uniform texture and maxi- 
mum digestibility as well as 
high nutritional values are 
assured by careful Pablum 
processing. 
Vitamins and minerals from 
natural sources are incorpo- 
rated in Pablum Mixed Ce- 
real, Pablum Oatmeal and 
Pablum Barley Cereal. Pab- 
lum Rice Cereal, enriched 


with crystalline vitamins, 
has special advantages of 
hypoallergenicity. 

Recent improvements in 
Mead’s exclusive manufac- 
turing process bring out 
more than ever the rich, full 
grain flavors of all the Pab- 
lum cereals. 

Older children as well as in- 
fants will like these 4 cereals 
and welcome the variety 
they provide. 

You may prescribe Pablum 
cereals with confidence. 


MEAD JOHNSON & CO. 


EVANSVILLE 21,IND.,U.S.A. 


The Pablum packages, 
designed for superior 
protection and convenience, 
have the exclusive 
**Handy-Pour” spout. 
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- How this Carnation Salesman Helps 


Protect Your Recommendation of Carnation 


THIS SALESMAN, and hundreds like him throughout the 
country, do more than just sell Carnation Milk. At regu- 
lar intervals they also inspect Carnation stocks already 
on the retailers’ shelves. By checking a special code con- 
trol number on every can, these salesmen insure fresh, 
quality milk for the consumer...and thus help to protect 
your recommendation of Carnation. 


Only Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1, Carnation is constantly improving the raw milk supply. Cattle 

from world champion Carnation bloodlines are shipped to 

dairy farmers all over the country to improve the milk sup- 
‘ plied to Carnation evaporating plants. 

2. Carnation accepts only high quality milk for processing. Carna- 

tion Field Men regularly check local farmers’ herds, sanitary 

conditions and equipment — reject milk if it fails to meet 

Carnation’s high standards. 

3. Carnation processes ALL the milk sold under the Carnation label. 

From cow to can Carnation Milk is processed—with prescrip- 

tion accuracy—in Carnation’s own plants under its own super- 

vision. 

4. Carnation Milk is available everywhere. Mothers can find 

Carnation Milk in virtually every grocery store in every town 

throughout America. 

5. Carnation quality control continues even AFTER the milk leaves 

stocks by Carna- 

salesmen. 


“The Milk Every Doctor Knows” S “from Contented Cows” 


d 
ation 
ey 
Mine 
i 
values of whole milk 
FORTIFIED with 400 
of vitamin D per pint 
HEAT-REFINED for easier 
STERILIZED in the sealed 


DRISDOL® 
with 


VITAMIN A 


COMPLETELY 


Drisdol with Vitamin A administered in milk 
becomes an integral part of the child’s diet. 
It diffuses completely in milk, orange juice 
and other liquids without an oily film, 

does not separate, float or tend to adhere 
to nursing bottle or nipple. May also 

be given on the tongue or in solid foods. 


Drisdol with Vitamin A contains per gram 50,000 units 
of vitamin A and 10,000 units of crystalline 
vitamin D, (calciferol). Each drop delivers 

1250 vitamin A units and 250 vitamin D units. 


Dosage for infants, 2 drops; for older children and 
adults, from 4 to 6 drops daily in milk. 


Supplied in bottles of 10 cc. and 50 cc. with dropper. 


Also Drisdol in Propylene Glycol (10,000 units 
of vitamin D, per gram) in bottles of 5 cc., 10 cc, and 50 cc. 


Io helo build a sound anid promote guowth 


Be 
$ 
i : 
Drisdol, trademark reg. U.S. & Canada, inc. : 
brand of crystalline vitamin Dz (calciferol) New York, N.Y. Winosor, Ont. 


